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The subject which I shall present to you has been 
discussed from the most widely different stand- 
points. While one writer tends to ultra-conservat- 
ism, another will be ultra-radical in his views re- 
garding the treatment of ulcer of the stomach. In 
this paper it has been my object to preserve the 
proper balance between these extremes and to treat 
the subject in an absolutely unbiased manner. I 
have also avoided that optimism which prompts 
many surgeons, in quoting statistics, to mention only 
those of a particularly fortunate surgeon and to 
leave the impression that the figures given are repre- 
sentative of the average results to be expected 
from operation. My statistics are drawn from 
varied sources, and while the figures are not so 
favorable as those of certain selected surgeons, they 
are doubtless more correct, representing, as they 
do, the average results of operation in the hands 
of good surgeons. 

After this preamble, let me say, first of all, that 
the treatment of ulcer of the stomach is essentially 
medical, net surgical, and that it is only certain of 
its complications or sequelae that require surgical 
interference. The most important of these is per- 
foration of the ulcer which invariably indicates oper- 
ation. Another complication that often requires the 
surgeon’s help, is hemorrhage, and still another con- 
dition, the one that most frequently demands opera- 
tive treatment, is stenosis caused by the presence 
of an ulcer or of its resulting cicatrix. In the case 
of a stenosis, usually at the pylorus, the motor func- 


* Read before the Eastern Medical Society, April 30, 1907. 


tion of the stomach is interfered with, the food 
meeting an obstruction as the stomach tries to propel 
it into the intestine, and it is the surgeon’s duty to 
relieve or circumvent this obstruction. 


What I have just said gives a rough outline of 
the most evident indications for operating in ulcer 
of the stomach. Before going into the subject more 
minutely let me first say a word as to the results of 
medical treatment of chronic gastric ulcer. The 
word “chronic” is used, for the round peptic ulcer 
of the stomach that we are dealing with, is a chronic 
ulcerative process, even though it may at times give 
rise to the most acute manifestations. The best 
statistical reports are those of Leube, whose results, 
in round numbers, are seventy-four per cent. cured 
and twenty-two per cent. improved, a very creditable 
showing for his painstaking medical treatment. Ac- 
cording to these figures only about four per cent. 
of Leube’s cases would require surgical treatment. 
But it appears that these figures refer rather to the 
immediate results of treatment; if the subsequent 
fate of the patients is studied, the showing is not 
so favorable. Warren has taken the trouble to follow 
up his cases for years, and he found that only thirty- 
four per cent. were permanently cured, forty-three 
per cent. had recurrences, three per cent. developed 
carcinoma, ten per cent. died of perforation or 
hemorrhage, and ten per cent. developed stenosis of 
the pylorus. Twenty-three per cent. then were ab- 
solute failures, so that, according to these statistics, 
even disregarding the forty-three per cent. who had 
recurrences, a goodly number, one out of every four 
or five cases, require surgical treatment. 

Now let us review the various aspects under 
which ulcer of the stomach presents itself, and let 
us see when surgical treatment is indicated. The 
cases that least frequently require operation are 
those of uncomplicated ulcer, without organic steno- 
sis, without hemorrhage, without perforation. Only 
if, after repeated, most exact medical treatment, 
these cases are improved but slightly, or not at all, 
if a continued spasm of the pylorus has developed 
and has caused dilatation of the stomach to such a 
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degree that it fails to propel its contents properly, 
then medical treatment should not be continued too 
long. 

Surgical treatment will cure, or at least greatly 
improve most of these cases. According to Leube 
the indications for operation in uncomplicated cases 
are continued pain, continued vomiting, and loss of 
strength. I believe we will all agree as to the cor- 
rectness of these indications; but it is well to add 
that the operation should not be deferred till inani- 
tion is too far advanced. In this class of ulcers, 


where there is no organic stenosis, the disturbance 


of the motor function is due either to reflex spasm 
of the pylorus or to mechanical obstruction of it 
caused by hemorrhage into the mucosa or infiltration 
of it, extending to the pylorus. The prominent symp- 
tom in these cases is a contraction of the pylorus. 
This causes the food to remain longer in the stoni- 
ach and prolongs the secretion of hydrochloric a~id. 
In this way the ulcer is irritated, and the irritation 
in turn excites a spasmodic contraction of the stom- 
ach. Thus a “vicious circle” is produced. The ob- 
ject to be attained by surgical interference is to re- 
lieve the stagnation of hydrochloric acid and thus 
to remove the cause of irritation of the ulcer. The 
operation that accomplishes this is gastroenteros- 
tomy. Excision of the ulcer, which at first thought 
might appear to be the proper radical measure, is 
not certain to break un the vicious circle mentioned, 
as the spasm of the pylorus may persist. Excision of 
the ulcer, moreover, is often not so simple a proce- 
dure as it might seem; for the ulcer, if it is old, has 
usually drawn a great deal of stomach tissue toward 
itself, so that, when the excision is made, the gap 
may be surprisingly great, and its closure will be 
very difficult and may even be impossible, the diffi- 
culty depending upon the site of the ulcer. Plastic 
operations at the pylorus in this class of cases, where 
there is no organic stenosis, are not indicated. Gas- 
troenterostomy at once relieves all subjective symp- 
toms, and the ulcer, in most cases, heals. The dila- 
tation of the stomach, if moderate, is cured by the 
operation ; if more advanced, it is at least relieved. 
Only in cases of most extreme dilatation, where the 
motor function has almost entirely ceased, the value 
of a gastroenterostomy may be doubtful. In those 
cases the advisability of performing jejunostomy 
should be considered. By this operation the stom- 
ach may be given complete rest for a long time. 
After the stomach has regained its tone, a gastro- 
enterostomy may be performed and the jejunal fis- 
tula may be closed. An ideal method would be the 
performance of gastroenterostomy anu jejunostomy, 
if the patient were able to stand the double opera- 


tion. The jejunal fistula, if it was made, according 
to Eiselberg’s method, with an invaginated tube, 
closes readily on the removal of the tube. 

Now, what are the results of operation in the un- 
complicated cases of gastric ulcer? Lieblein has col- 
lected seventy-three cases of this class. Of these 
nine died, about twelve per cent., a mortality which 
seems rather high. But five of these died of ex- 
haustion, a proof that they were operated too late. 
It may also be well here to call attention to a mis- 
conception that may arise in the minds of those who 
try to draw parallels between the results of medical 
and surgical treatment. Such parallels cannot be 
drawn from the statistics, because the surgeon, as a 
rule, treats those cases only that have been given up 
by the physician. 

Of the complications jet us first consider hemor- 
rhage. Macroscopically visible hemorrhage occurs 
in about one-third of all cases of ulcer. Occult 
hemorrhages, however, are fairly constant. About 
five per cent, of all cases of ulcer of the stomach die 
as a result of hemorrhage, although some statistics 
place the fatality as low as one per cent., others as 
high as ten per cent. Clinically, two classes of hem- 
orrhage are distinguished, acute hemorrhage, i.c., 
a single large loss of blood, and chronic hemor- 
rhage, which is not so copious, but recurs more 
or less rapidly. Among the cases of acute hemor- 
rhage there is that most acute variety, called ful- 
minating hemorrhage, which is caused by the ero- 
sion of a large vessel and often terminates fatally 
before anything can be done. This variety is fortu- 
nately quite rare. Very few of these cases have sur- 
vived an operation. A single acute hemorrhage is 
not an indication for operative interference, but an 
early repetition of the bleeding is. As regards sta- 
tistics in cases of acute hemorrhage, Tuffier found 
among fifty-two cases medically treated a mortality 
of one and seven-tenths per cent., while of those 
surgically treated the mortality was sixty-three per 
cent. Here again, however, my former remark as to 
the impossibility of drawing a parallel between med- 
ical and surgical results applies, for it stands to rea- 
son that the milder cases were not subjected to 
operation, and Tuffier’s medical cases probably em- 
braced a good many that were too mild to be con- 
sidered as fit for surgical treatment. Nevertheless, 
it is certain that in acute hemorrhage surgical treat- 
ment has not produced any brilliant results. Taking 
several statistics together, the cures by operation 
amount to about forty per cent. Ina large number 
of cases of acute hemorrhage the ulcer was not 
found at all at the operation and was only with 
difficulty detected at the autopsy. To find the ulcer, 
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it has been recommended to make a large anterior 
incision into the stomach and to. bring the mucosa 
into view through this. The operation which has 
come into favor is gastroenterostomy, because it 
relieves the stomach of its hydrochloric acid and sets 
the organ at rest. Excision of the ulcer is recom- 
mended only if the ulcer is favorably situated for 
excision. 

When we come to consider chronic recurring 
hemorrhage, however, the results of treatment are 
very different. These hemorrhages, if they recur 
in quick sucession, cause chronic anemia to which 
the patient finally succumbs. Here surgical treat- 
ment is distinctly indicated, if these smaller hemor- 
rhages fail to cease in spite of exact medical treat- 
ment or if, after having ceased, they recur without 
particular cause. Operation should then be per- 
formed without delay, for in such cases, as experi- 
ence shows, expectant treatment is more dangerous 
than a properly conducted operation, and the longer 
one waits, the less will be the chance of doing good 
by operating. The prognosis is good, if the opera- 
tion has been timely ; it is the worse, the longer the 
operation is postponed. 


It is not within the range of this paper to describe 
the surgical treatment of ulcer of the stomach; a 
few remarks, however, are necessary to show what 
can be expected from certain operations, as only 
with this knowledge we can decide intelligently 
whether it is proper to operate or not. In chronic 
recurring hemorrhage the operation of choice is 
gastroenterostomy. Excision of the ulcer is to be 
practiced only if the ulcer is conveniently located. 
Inasmuch as in twenty per cent. of the cases the 
ulcers are multiple, we cannot be sure that the ex- 
cision of an ulcer that we have detected, will suf- 
fice, and it will therefore seem to us that we must 
add to the excision a gastroenterostomy. This lat- 
ter operation alone, however, will as a rule, suffice. 
It helps the stomach to empty its contents and also 
to reduce the hyperacidity. The ulcers are thereby 
given a chance to heal, and they usually do heal. 
Yet there are some cascs in which the hemorrhage 
recurred, and a few patients died in consequence 
thereof. The mortality of gastroenterostomy is 
about ten per cent. in these cases, which is a satis- 
factory showing when we consider that without 
operation such cases would probably all die. To 
give the stomach absolute rest, a jejunostomy may 
be added, if the patient’s condition permits. 

The next complication of gastric ulcer, the most 
important of all, is perforation. It occurs in about 
one out of seven or eight ulcers, the frequency be- 
ing placed by different observers as low as one and 


one-half per cent., and as high as eighteen per cent. 
Of the ulcers on the anterior wall of the stomach 
about eighty-five per cent. perforate, and but few 
of these form adhesions with the neighboring or- 
gans. Fortunately the anterior wall of the stomach 
is not so frequent a site for ulcer as other parts of it. 
They are found oftenest on the posterior surface, the 
next most frequent location being the pylorus. At 
both of these locations adhesions can be formed 
much more readily than at the anterior wall, which 
is the third site in the order of frequency, for there 
is more or less continuous motion between it and 
the abdominal wall. The rarest site for ulcers is at 
the cardia. 


In cases of perforation the indication for opera- 
tion is absolute. Success hinges upon early diag- 
nosis; for every hour that the operation is post- 
poned, lessens the chances of recovery. One should 
not wait until evident signs of diffuse peritonitis 
have developed, but operate, when the symptoms 
point with probability to perforation. Perforation is 
usually characterized by the appearance of intense 
pain over a strictly localized area and by tenderness 
at that spot. The pulse usually becomes rapid and 
small, the color ashen, the expression anxious; the 
feet are apt to be cold, and there may be cold per- 
spiration, together with collapse of greater or less 
severity. These constitute the well-known symp- 
toms of shock. If these symptoms are present, no 
time should be lost, but operation should be per- 
formed at once. Sometimes, however, the symptoms 
of shock are absent, and we may not be able to 
recognize the condition, until a more diffuse pain 
and rigidity of the abdominal wall has set in, indi- 
cating that peritonitis is already present. This. 
rigidity sets in soon after the perforation, at the 
latest in ten or eleven hours. After another ten or 
eleven hours the rigidity begins to subside, and in 
its place there begins to appear a gradual increase 
in the size of the abdomen, due in part to tympanitic 
distention of the intestines, in part to gas escaping 
into the peritoneal cavity. In the latter case the 
distention is usually quite rapid. The presence of 
gas in the peritoneal cavity as a rule would cause 
an absence or diminution of the liver dullness; but 
this is not a reliable symptom, as it may occur from 
other causes, whereas, on the other hand, the liver 
dullness may remain unchanged in cases of perfora- 
tion, especially if the liver is adherent in front. The 
patient’s respiration will be costal and rapid. He 
will lie down and carefully avoid motion; if periton- 
itis has set in, he may be restless. At this stage 
of the disease the prognosis naturally is very much 
worse than before peritonitis has developed; but 
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even now the patient’s hope rests in surgical inter- 
ference, as an expectant treatment is almost in- 
variably followed by a fatal outcome. We get the 
best results from immediate operation, before the 
appearance of peritonitis; but we must operate at 
any stage, even in the presence of a diffuse peri- 
tonitis, unless the patient’s condition 1s so low that 
he cannot stand any operation, in other words, if 
he is practically moribund. 

Statistics show how important it is to operate 
early in cases of perforation. The best results are 
‘obtained from operations performed in the first 
eight or ten hours. According to statistics collected 
by Boyd the mortality of operations in the first 
twelve hours was twenty-eight and one-half per 
cent., in the second twelve hours sixty-three and 
six-tenths per cent., in the third twelve hours 
eighty-seven and one-half per cent. Patients seen 
after the second day often have localized suppura- 
tive processes, and the results are somewhat better. 

We now come to those cases of gastric ulcer 
which require surgical treatment oftener than any 
other—the cases of pyloric stenosis. Stenosis at 
the pylorus occurs in about ten per cent. of all cases 
of ulcer. It may occur in the presence of an open 
ulcer at the pylorus, or from the constricting scar 
of a healed ulcer, or through kinking of the pylorus 
as the result of a perigastritis, the pylorus being 
drawn out of its position. In such cases the stomach 
is not capable of thoroughly discharging its contents 
into the intestine, and as a result there is stagnation 
of the food and dilatation of the stomach. The dila- 
tation of the stomach may be so great that it ex- 
tends to the symphysis. Although the stomach is 
dilated, its walls are not thinned but, on the con- 
trary, thickened, especially in its pyloric portion. In 
thin subjects the outiine of the stomach may often 
be seen, especially the greater curvature. In cases 
of gastroptosia, the lesser curvature may also be 
visible. Normally the deepest part of the greater 
curvature corresponds about to the level of the end 
of the ninth or tenth rib. If we can exclude gas- 
troptosia, a descent below this line is a sign of dila- 
tation. At times the stomach may be seen to stiffen 
up in contraction in an attempt to force its contents 
through the constricted pylorus. This contraction 
is a peristaltic motion starting at the cardia and end- 
ing at the pylorus. It may sometimes be felt by 
the examining hand. The position of the greater 
curvature may be determined by percussion with the 
patient in the upright position, if the stomach con- 
tains fluid. Dullness on percussion will then be 
found. Splashing sounds will be heard on succus- 
sion of the stomach by means of the hands; but this 


symptom is of value only if it is found at a time 
when the stomach normally should be empty. 

Motor insufficiency is shown by the presence of 
food in the stomach seven hours after the adminis- 
tration of the Leube test meal, consisting of soup, 
one hundred and fifty to two hundred grammes of 
beefsteak, and white bread; if desired, fifty grammes 
of mashed potatoes may be added to this. This meal 
is given about noon. If on emptying the stomach 
seven hours later we find remnants of food, show- 
ing that there is motor insufficiency, we then proceed 
to determine the degree of insufficiency. This is 
done in the following nianner: We wash out the 
stomach, give a light supper, and empty the stomach 
again on the following morning before breakfast. 
If then the stomach is found to be empty, the motor 
insufficiency is of a light degree; if remnants of the 
meal are found, it is of a severer degree. 

The subjective symptoms of pyloric stenosis are 
first, a feeling of fulness only after eating which 
later on, is felt constantly. Owing to the stagna- 
tion of the food in the stomach the patient is 
troubled with eructations of gas and waterbrash. 
A cramp-like contraction of the stomach is occa- 
sionally experienced, the result of that strong peris- 
taltic movement already described. If this strong 
peristaltic contraction is not capable of forcing the 
food through the pylorus, or only imperfectly so, 
there will be vomiting. This symptom is particu- 
larly characteristic, if food taken one or more days 
before is vomited. Then we may have three symp- 
toms dependent upon an insufficient supply of water 
to the system. The first of these is thirst, as the 
water that reaches the intestine to be absorbed, is in- 
sufficient in amount. The second is constipation, the 
feces being drier and harder. The third is a diminu- 
tion in the quantity of urine; this diminution may 
be considerable. Another symptom that has been 
observed, is tetany—intermitting tonic cramps; this ~ 
is explained on the basis of an autointoxication. 

Not all cases of motor insufficiency and dilatation 
are due to stenosis. The cases of pyloric obstruc- 
tion must be distinguished from those of atony, 
as the surgical treatment for the former is not indi- 
cated in the latter. The only certain sign of stenosis 
is the presence of peristaltic contractions of the 
stomach. In the absence of these we may be in 
doubt between these two conditions, at least for a 
time. If, however, we get the history of an ulcer, 
if we find hyperacidity, if there is a palpable change 
at the pylorus, we have items that point strongly 
to insufficiency due to obstruction. 

When we consider the treatment of pyloric steno- 
sis, we must remember that there may be stenosis 
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with an open ulcer as well as cicatricial stenosis. 
The former may yet improve, after the ulcer is 
healed ; the latter cannot. Yet, even with a moderate 
degree of cicatricial stenosis the patient may be 
fairly comfortable with rest, proper regulation of 
diet, lavage, etc. But if in spite of such medical 
treatment the patient gets worse, if he loses in 
weight, if the quantity of urine is diminished and he 
becomes constipated, surgical treatment is indicated. 
Even if the patient improves while under strict 
régime, but relapses as soon as the control is re- 
laxed, operation should be recommended. The re- 
sults of operation in this class of cases are decid- 
edly good, and the earlier the patient is operated, the 
better they are. 

An ulcer that is situated, not at the pylorus, but 
at some other part of the stomach, may cause a 
constriction that will interfere with the motor func- 
tion of the stomach. This form of constriction is 
known as hour-glass stomach. It is always due to 
large ulcerations, especially at the lesser curvature. 
The constriction is most frequently nearer the py- 
lorus than the cardia. The symptoms are similar 
to those of pyloric stenosis, or of ulcer, or both. 
When the stomach is inflated, two distinct sacs may 
be discernible. The presence of splashing sounds in 


the stomach, after that organ has apparently been 
completely emptied by a tube, the fluid having 
ceased to flow out, is characteristic of hour-glass 
stomach. In that case, only the first sac has been 
emptied. On washing the stomach, the water may 
-Tun in, but fail to return, as it has passed into the 


second sac. The return of clear fluid from the 
stomach, followed somewhat later by turbid fluid, 
from the second sac, is occasionally observed. Some- 
times the hand can feel the fluid which has been 
introduced going from the first sac into the second. 
This phenomenon is characteristic. The indications 
for operating in hour-glass stomach need not be dis- 
cussed separately, as they are identical with those 
for operating in stenosis at the pylorus. 

In closing, I want to call attention to the fact that 
a great many carcinomata of the stomach—the per- 
centage is about sixty—arise from ulcers. We also 
know that the continued irritation of a benign lesion 
renders it liable to maiignant degeneration. An 
ulcer of the stomach that fails to heal, is in a condi- 
tion of continued irritation. To safeguard the ulcer 
against malignant degeneration, its prompt cure is 
imperative. The most painstaking medical treat- 
ment must be instituted and the results of treatment 
carefully noted. As soon as it becomes clear that 
medical treatment has failed to cure, surgical opera- 
tion should be advised without delay. 


DIAGNOSIS OF MALIGNANT TUMORS OF 
THE BLADDER. 
Louis He1tzManwn, M. D., 
NEW YORK CITY. 


Malignant tumors of the urinary tract are for- 
tunately of comparatively rare occurrence; when 
they do occur frequently the first symptom to which 
the patient’s attention is called is a’more or less 
pronounced hematuria which recurs sooner or later. 
Whenever a case of severe and repeated hematuria 
comes under observation the urine is examined in 
order to discover if possible the cause and even 
location of the hemorrhage. 

While a diagnosis as to location of the hemor- 
rhage in the urinary tract is not always possible in 
the majority of cases it is not a very difficult matter 
from microscopical examination of urine; the cause 
of such a hemorrhage, however, is not always easily 
discovered and not infrequently we can arrive at 
only a probable diagnosis by exciusion. The general 
appearance of the blood in the urine, as well as the 
manner in which the blood is voided, do not help 
us as to the location of the hemorrhage; such a 
diagnosis can be positively made only either by local 
examination with the cystoscope and ureter cathe- 
ter, or by microscopical examination of the urine. 
In cases of severe hemorrhage the cystoscope may 
not clear up the diagnosis, since a clear view of the 
organs cannot be obtained on account of the blood 
clots present in the bladder. It is then that a careful 
microscopical urinalysis is of the utmost importance 
and often helps in clearing up the case. 


The causes of hematuria are numerous and may 
be either general or local. The general causes, such 
as severe infections as in malaria, typhus fever and 
yellow fever, hemorrhagic diathesis, purpura, scurvy 
and the action of different poisons do not concern 
us here. Of the local causes, intense inflammations 
may be perfectly sufficient to produce hemorrhage 
from erosion of small bloodvessels, and this is com- 
mon in tuberculosis. In severe acute parenchyma- 
tous inflammations of the kidney hemorrhages are 
not rare. 

The presence of concretions or calculi in the uri- 
nary tract, ulcerations, suppurative conditions, para- 
sites and tumors will all cause more or less active 
and protracted hemorrhage, as will traumatism. At 
times hemorrhages may even occur spontaneously in 
cases of varicose veins of the bladder or vesical 
hemorrhoids. 

In all cases of hemorrhage of the urinary tract 
a detachment of a certain number of connective 
tissue shreds takes place. Between the walls of 
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the bloodvessels and the outer covering there is a 
layer of connective tissue which is torn off by the 
current of blood at the spot where the rupture of the 
vessels occurs. The amount of connective tissue, 
however, varies considerably in different cases and 
may be so small as to escape detection in the urine. 
Even in tumors the amount of connective tissue is 
not necessarily large, and in some benign tumors 
Only a minute amount of tissue may be seen in the 
urine. 

As soon as an ulcerative condition has set in large 
connective tissue shreds are bound to be present, 
since the destructive process is more or less exten- 
sive. When masses of tissue are torn off from the 
tumor and found in the urine the diagnosis of the 
presence of a tumor is easy, but it is only in the 
smallest number of cases that this occurs and then 
the clinical symptoms are usually pronounced 
enough for a positive diagnosis without the aid of a 
microscope. In the earlier stages of the new growth 
pronounced ulceration has not set in and large char- 
acteristic connective tissue shreds are not found. 
Even in these cases, however, the general features 
may lead to a possible diagnosis of the presence of 
a tumor, 

In cases of severe hemorrhage many drops of 
urine may have to be examined before a sufficient 
number of characteristic features are discovered, 
since the fields of the microscope are in these cases 
crowded with red blood corpuscles and fibrin, so 
much so that epithelia absolutely escape detection. 
Many drops have to be examined until a sufficient 
number of epithelia from the organ in which the 
hemorrhage is located are found. In such cases it 
is a good plan to dilute the urine upon the slide with 
a drop of chemically pure glycerin which does not 
change the features in the least, but separates the 
blood corpuscles and the fibrin so as to offer us an 
opportunity for the discovery of the epithelia 
present. 

The location of a pathological process in the 
genito-urinary tract is only possible through the 
epithelia which are bound to be more or less char- 
acteristic. While some of the epithelial cells from 
one organ may closely resemble those from another 
organ, the average shapes and especially sizes, of the 
greater number are distinctly different. For in- 
stance, some epithelia from the pelvis of the kidney 
may be fully as large as some from the middle layers 
of the bladder, but the average size of the former 
is distinctly smaller than the average size of the 
latter and the shapes are also different. 

The bladder is lined by stratified epithelium of 
rather large size; the upper layers are flat, the mid- 


dle layers cuboidal, while the deepest layer next to 
the connective tissue is columnar or cylindrical. The 
upper flat epithelia desquamate in perfect health and 
their appearance alone in the urine has no signifi- 
cance whatever. As soon, however, as cuboidal 
epithelia from the middle layers are added the diag- 
nosis of a pathological condition can be made. The 
epithelia from the deepest layer desquamate only in 
the severest pathological conditions, such as the 
presence of tumors or ulce1ations generally. When 
epithelia from the different layers of the bladder 
are present in the urine in moderate or large num- 
bers the diagnosis of the location of the lesion be- 
comes easy, for even if epithelia from other organs, 
such as the ureter, the pelvis of the kidney or the 
uriniferous tubules, should be present, the severest 
process is bound to be in that organ from which all 
the different layers of epithelia have desquamated. 

In inflammatory conditions pus corpuscles are 
present in varying numbers with the desquamated 
epithelia. In hemorrhages blood corpuscles are 
abundant. In destructive processes varying numbers 
of connective tissue shreds are added to the pus 
corpuscles, red blood globules and epithelia. In 
cases of hemorrhage of the bladder due to concre- 
tions and calculi, crystals are present in varying 
numbers with the features showing the hemorrhage. 
In rare cases of parasites ova are usually found with 
the other features. In cases of tumors when par- 
ticles from the tumor are present the diagnosis is 
easy. When such particles are not found the ap- 
pearance of large, irregular, partly granular con-. 
nective tissue shreds is sufficient for at least a sus- 
picion of the presence of a new growth. Both papil- 
loma and malignant carcinoma can be easily diag- 
nosed when tumor particles are present. A sus- 
picion of the diagnosis enters in such cases where 
the shreds, as just described, are found. These two 
forms of tumors are the most common in the blad- 
der, cancer being usually found in the form of vil- 
lous or papillary form cancer, a variety of either 
epithelioma or medullary cancer not infrequently 
secondary to a previous benign papilloma. When 
these tumors have advanced, large, frequently 
knobbed and irregularly shaped shreds ramifying 
in a peculiar manner may be found in the urine. 
Many of these shreds have lost thei: fibrous struc- 
ture and are filled with varying numbers of granules 
and globules, here and there with vacuoles. These 
protoplasmic shreds, when present, are character- 
istic of a villous tumor, but unfortunately are not 
present in every such case. When they are not 
present the diagnosis cannot be made with certainty, 
but not infrequently with probability. 
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In many cases of villous cancers, there are to be 
found irregular, coarsely granular, multi-nucleated 
epithelia of varying sizes, that is, cancer epithelia, 
with variously sized connective tissue shreds; and 
the presence of these in the urine lead to a suspicion 
of cancer. 

In sarcoma small, highly refractive, coarsely 
granular corpuscles, smaller than the pus corpuscles 
in that case, but larger than the red blood globules 
with connective tissue shreds may lead to a suspicion 
of the presence of sarcoma. Repeated examinations 
in a given case, together with the clinical features of 
the case, usually suffice to clear up such a diagnosis 
in a comparatively short space of time. 

The author has seen a number of cases of malig- 
nant tumors of the bladder in the last twenty years, 
the majority of which could either be positively di- 
agnosed from microscopical urine examination or 
at least with a certain degree of probability. Oper- 
ation or autopsy has confirmed the diagnosis in 
many cases. One of the recent cases of cancer of 
the bladder is typical of the greater majority and 
will now be reported: 

T. K., a man of 60 years, consulted Dr. Mucklow, 
of Brooklyn, on September 3, 1906, for hematuria. 
The patient denied any history of traumatism, ve- 
nereal disease or alcoholic excess. For three or 
four years prior to coming under observation his 
urination had been more frequent than formerly, he 
being obliged to rise once or twice during the night ; 
within the last six months as many as three or four 
times. Within this latter period the urination had 
become urgent and associated with burning espe- 
cially at the end of the act in the posterior urethra. 

On August 15 he, for the first time, passed a few 
clots of blood followed by bloody urine for three or 
four hours. On September 2 more clots appeared, 
followed by the passage of free blood and bloody 
urine for about 24 hours. On September 3 his 
urine still contained considerable blood, and micro- 
scopical examination on that account failed to reveal 
the site of the hemorrhage, though the presence of 
a chronic catarrhal cystitis with an acute exacerba- 
tion, and a chronic interstitial nephritis could with- 
out difficulty be made. From the examination of a 
clearer specimen three days later a report could be 
made that the hemorrhage probably came from the 
region of the neck of the bladder This latter report 
was confirmed on September 18, when it was possi- 
ble to diagnose a developing tumor around the 
neck of the bladder. 

Urine examination on November 13 showed that 
the hemorrhage was due to a tumor probably can- 
cerous in nature situated around the neck of the 
bladder. This finding was confirmed two weeks later 
by a cystoscopic examination and a crater shaped 
neoplasm occupying the trigone was found by Dr. 
Valentine. Surgical intervention was then advised 
and promptly refused by the patient’s family, to 
whom the true nature of the disease had been ex- 


plained, and although the local conditions, especially 
the frequency of urination and the dysuria had be- 
come greatly aggravated, it was not until another 
examination of the urine on January 19, 1907, em- 
bodying the same findings, was handed to them, that 
they consented to an operation. The microscopical 
findings in these last two examinations were the 
following: Needles and plates hematoidin few; red 
blood corpuscles abundant; pus corpuscles with fat 
globules moderate; epithelia from the convoluted 
tubules of the kidney moderate; from the straight 
collecting tubules of the kidney few, from upper and 
middle layers of the bladder moderate, many of the 
latter containing endogenous new formations ; from 
the deepest layer of the bladder few; from the ure- 


thra especially the prostatic portion few to moder- 
ate; from the prostate gland and its ducts moderate, 
many of these epithelia containing endogenous new 
formations; from the seminal vesicles and ejacula- 
tory ducts few; connective tissue shreds in moder- 
ate numbers, some of large size but not character- 
istic of a tumor formation; mucus in moderate 
amount. True tube casts were never present at 
any time. Besides the features enumerated, irregu- 
lar, coarsely granular multi-nucleated epithelia were 
found and at once created a suspicion of the pres- 
ence of cancer. 

The following diagnosis was sent to Dr. Muck- 
low: Chronic hemorrhage from bladder and around 
prostate gland due to a malignant tumor probably 
cancerous in character; ulcerative cystitis and 
chronic interstitial nephritis. 
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A few days previous to the last urine examina- 
tion the patient was examined by a genito-urinary 
specialist, who reported that he had an enlargement 
of the prostate gland which could be palpated per 
rectum and that the cystoscope showed a very con- 
siderable enlargement of the middle lobe and more 
or less extensive cystitis. He advised as the only 
course of treatment a prostatectomy to be performed 
as soon as possible. 

On February 5 a suprapubic cystotomy was per- 
formed in the German Hospital of Brooklyn and 
the surgeon found a cauliflower-like mass involving 
a considerable portion of the inferior bladder wall. 
The part of the growth projecting into the bladder 
was excised and its base curetted and cauterized 
with the actual cautery and swabbed over with a 
I-1000 adrenalin chloride solution. The suprapubic 
wound was then closed and the bladder put at rest 
by perineal section and tube through the mem- 
branous urethra. The perineal drainage was con- 
tinued for two weeks. 

Microscopical examination of the excised portion 
of the tumor showed that the growth was one of 
villous cancer. Numerous variously sized irregular 
papillary excrescences were found under the mi- 
croscope containing a moderate amount of partly 
fibrous and partly myxomatous connective tissue 
with many variously sized, irregular, coarsely gran- 
ular nucleated and multi-nucleated cancer epithelia, 
as well as nests and alveoli of varying sizes. Blood- 
vessels were present in small to moderate numbers. 
In one or two places the villosities showed more 
the structure of myxomatous papilloma than of a 
villous cancer, but these villi were scanty and almost 
everywhere a pronounced change into cancer had 
taken place. (Fig. 1.) 

On March 5, exactly one month after the opera- 
tion, the patient returned to his home with both 
wounds healed. During the succeeding three weeks 
there was no hermaturia, but after that time at in- 
tervals varying from four to seven days a few clots 
followed by a bloody urine for a few hours ap- 
peared. His dysuria then was about the same as 
prior to the operation; the frequency and urgency 
had increased, he being obliged to urinate about 
every two hours day and night. He was cachectic 
and had lost eleven pounds within three months. 

The local treatment after operation consisted of a 
daily intra-vesical irrigation of potassium perman- 
ganate 1-4000 which temporarily relieved his pain, 
and for a time checked the hematuria when it ap- 
peared. Soon, however, the local treatment was of 
no further benefit, the patient gradually sank and 
died on the 22d of June. 

The features found upon the last urine examina- 
tion are depicted in Fig. 2. The presence of epi- 
thelia from the prostate gland with endogenous new 
formations, distinctly showed hypertrophy of the 
prostate and led to the diagnosis of the presence of 
the tumor around the neck of the bladder near the 
prostate gland. 


The above case shows the possibility of a positive 
diagnosis of the presence of a malignant tumor in 
the bladder, even before the clinical features or the 


physical examination of the patient allow of the 
making of such a diagnosis. It must be remem- 
bered, however, that it is by no means possible to 
make such a diagnosis of the presence of a tumor in 
every case from the urinary examination alone. 

In another case the hematuria was correctly lo- 
cated as coming from the same place as in the case 
just described, but on account of the small connec- 
tive tissue shreds seen in this case, the urine of 
which was examined only twice, and the absence of 
irregular coarsely granular epithelia as seen in can- 
cer, the diagnosis of the presence of carcinoma 
could not be positively made. Operation, however, 


Fig. 2. Features Found in Urine in Case of Cancer of the Blad- 
der, X 400. U B, Epithelia from upper layers of bladder; 
M_B, Epithelia from middle layers of bladder; D B, 
epithelia from ar layer of bladder; P E, epithelia 
from prostate gland; D P, epithelia from ducts of prostate 
gland; P K, epithelia from pelvis of kidney; K E, epithe- 
lia from convoluted tubules of kidney; cancer 
epithelia; C T, connective tissue shreds; P C, pus cor- 
puscles; R B, red blood corpuscles, 


showed a small irregular cancerous tumor in the 
neck of the bladder around the prostate gland. 
Attention cannot too often be called to the fact 
that microscopical urinalysis amounts to very much 
more than simple examination for the presence or 
absence of true tube-casts. A parenchymatous 
nephritis is only one of many different pathological 
conditions which can be diagnosed from a urine 
examination. Not only can inflammations from 
many organs of the genito-urinary tract, such as 
the pelvis, the ureter, the bladder, urethra, prostate 
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gland, the seminal vesicles, etc., be diagnosed, but 
suppurative and ulcerative conditions of varying 
organs as well as hemorrhages, can be positively 
located in many if not all cases. 

Again should attention be called to the fact that 
where a positive diagnosis in cases of severe path- 
ological conditions is not possible after one exam- 
ination, repeated examinations usually clear up the 


case more or less completely. 
110 West SEVENTY-EIGHTH STREET. 


TRAUMATA OF THE KIDNEY. 
W. B. Crawrorp, M.D., 
SAVANNAH, GA. 


On account of the position of the kidney, injury 
to this organ is of relatively rare occurrence. In 
looking over the literature on this subject I find 
very little written, with the exception of an article 
by Kiister, in 1896. Kiister tabulates a series of 
forty-three cases collected from the literature up to 
that time, of injury to the kidney subcutaneously. 
I shall first consider injury to the kidney subcutane- 
ously, that is, without a so-called open wound. The 
causes of this are: (1) Direct violence, such as 
blows and crushing. (2) Indirect violence pro- 
duced by severe muscular exertions, such as jump- 
ing or lifting, or blows over some other portion of 
the body, the force being transmitted to the kid- 
neys, one or both. This latter form would, of course, 
in the absence of a hydronephrotic condition of the 
kidney, be impossible. It has been shown that a kid- 
ney outside of the body, with the pelvis undistended, 
can be dropped from a distance without rupture of 
its continuity ; but that the same kidney with its pel- 
vis distended by fluid, and dropped from the same 
height, will show lacerations, depending upon the 
height from which it is dropped. 

We must consider, in viewing either direct or in- 
direct violence as a causative element in the produc- 
tion of injury to the kidney, the fact of the prac- 
tical impossibility of injuring this organ without 
seriously involving other structures. Therefore, in 
considering the symptoms the associated lesions 
must play a large part in the making up of the 
symptom-complex. There are several conditions 
that may be found after an injury produced by 
either direct or indirect violence. 


1. There may occur a hemorrhage into the fatty 
capsule, or into the parenchyma of the kidney sub- 
stance, without laceration of the kidney substance. 


2. There may be a laceration of the cortex of the 


kidney, with considerable hemorrhage into the fatty 
capsule and retroperitoneal tissue without involve- 
ment of the pelvis of the kidney. Neither of these 
two conditions would show the presence of blood 
in the urine. 

3. The laceration of the cortex, with extension 
into the pelvis, with infiltration into the fatty cap- 
sule, with retroperitoneal collection of fluids con- 
taining urine and blood; or the laceration may be 
into the peritoneal cavity, urine and blood escaping 
into this cavity. 

4. There may be a crushing of the kidney suffi- 
cient to set up gangrene of this organ. With this 
condition there may not be any blood in the urine. 
This may be accounted for by the fact of the im- 
mediate stoppage of blood to the organ. 

5. There may be a rupture of bloodvessels or 
of bloodvessels and ureter. 


Symptoms.—The symptoms depend upon the 
amount of damage produced. 

Shock is a prominent symptom in most kidney in- 
juries, although in some very severe lesions of the 
kidney one may be surprised by its absence. If the 
shock is unaccompanied by marked hemorrhages, it 
will in the course of a few hours gradually clear up, 
but if the patient continues in profound shock, se- 
vere hemorrhages must be suspected. Of course, 
the shock is, as stated before, in a large measure 
dependent upon the severity of associated lesions. 

Hemorrhage-—Hemorrhage varies like shock, 
and, if marked, blood will soon appear in the urine. 

Pain.—Varies with the individual, and does not 
depend upon the amount of kidney laceration, but 
upon the amount of tissue involved. 

Temperature—tThis is at first subnormal, but 
with the disappearance of shock rises rapidly. 

Pulse.—Is at first that of shock; later, owing to 
the hemorrhage, it may be practically absent. 

Local Signs.—First, ecchymosis over the region 
of the kidney, if the blow is a direct one. Presence 
of swelling in the lumbar region, if subserous col- 
lection exists. Signs of peritonitis or fluid in the ab- 
domen, depending upon the time of examination if 
rupture of the peritoneum occurs. 

Hematuria.—This may be absent if the ureter is 
torn in half, or crushed, or the injury so slight as 
not to involve the pelvis of the kidney. It may be 
very slight in amount, and it may take time to ap- 
pear if the injury is slight, even if it involves the 
pelvis and the blood has time to coagulate ; symptoms 
similar to the passage of a calculus may be present. 
These ureteral clots are distinctive in character, re- 
sembling in shape a round worm. If the hemorrhage 
is large, it is usually well mixed with urine, bright 
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red in color, and there 1s a continual desire on the 
part of the patient to urinate. If the bladder hap- 
pens to be empty at the time of injury, large clots 
may be formed in this viscus. Under this condition, 
very few drops of blood can be passed. 

DIFFERENTIATION BETWEEN BLADDER HEMoR- 
RHAGE AND HEMORRHAGE OF THE KIDNEY. 

First, cystoscopy. This is by far the most valu- 
able means of accurately determining the source of 
the hemorrhage, but inasmuch as comparatively few 
of us are equipped with a cystoscope, its use may be 
passed over after mentioning it. 

Second. The washing out of the bladder with a 
solution of boric acid and immediately repeating 
this. If examination of the return solution, shows 
it to be absolutely free from blood, it would pre- 
clude the possibility of bladder hemorrhage. 

Third. The presence of worm-like clots would 
necessarily mean hemorrhage from above the blad- 
der. 

ProGnosis.—Death in these cases, if not immedi- 
ate, as the result of shock or hemorrhage or injury 
to other important organs, will be due, first, to anu- 
ria; second, to infection, or, third, to secondary 
hemorrhage. 

Anuria.—This condition is probably due to a 
reflex contraction of vessels in the sound kidney, due 
to stimulation of the splanchnics and the ends of 
the vagi. This theory has for its source Professor 
Masius, who has proven by experiments on animals 
that section of the vagus in the neck, with subse- 
quent stimulation of its peripheral end, has produced 
an absolute anuria. 

Secondary Hemorrhage—This may not occur 
for a period of a week or ten days after injury, and 
it is then due to a disintegration of blood clots, these 
clots being acted upon by the urine. 

Infection.—First, this may be a !ocal infection 
with a deep cellulitis and subsequent general in- 
volvement; or it may be due, secondly, to a peri- 
tonitis the result of the presence of blood in the 
urine in the peritoneal cavity; or, thirdly, it may be 
an ascending involvement of the opposite kidney, 
due to the breaking down of blood clots in the blad- 
der. This latter condition should be obviated by 
trary, you are put in possession of important facts. 
in the bladder; even in mild cases care should be 
taken to search for blood clots in the bladder. 

In general, the mortality under the very best sur- 
gical procedures is about thirty per cent. 

TREATMENT.—If the patient is in severe shock, it 
is advisable to wait for a short time, but if he does 
not react or show a tendency to react, and symp- 
toms of hemorrhage are on the increase, explore 


immediately. Even in the mildest cases, where the 
diagnosis is absolute, do an exploratory operation. 
You lose nothing by your incision, but, on the con- 
trary, you are put in possession of important facts. 
The treatment of local conditions may be 
summed up by suturing lacerations, if possible, 
cleansing out blood clots, drainage of the peritoneal 
space or retroperitoneal space, as the case may be; 
tampons, if lacerations are too extensive for suture, 
and yet not sufficient to warrant the removal of the 
kidney ; nephrectomy, if the damage is so extensive 
as to preclude the possibility of repair, or if renal 
artery or vein requires ligature. If necessary, and 
conditions are such as to demand a hasty operation, 
it is advisable to leave on clamps for a period of 
four days, at the expiration of which time they may 
be removed with safety. In all of these conditions 
drainage is an essential feature. I would suggest 
in the use of drains that the gauze be separated from 
the surrounding tissue by the use of rubber dams. 


Post-OPERATIVE TREATMENT.—This should be 
stimulating and supporting. Dress on the second 
day. Care should be taken in regard to the presence 
of possible blood clots in the bladder; the bladder 
should be washed out and carefully examined every 
day until the danger from this source has been 
eliminated. If anuria presents itself, an explora- 
tory incision with decapsulation of the sound kid- 
ney has been advised by Willy Meyer, of New 
York. 

InyJURY TO THE KiIpNEY THROUGH AN OPEN 
Wounp.—This is, as I have said, a relatively rare 
occurrence, other than in times of war, only forty- 
three cases having been reported up to 1906. Gun- 
shot wounds, stab wounds, penetration of splintered 
timber, as a result of railroad accidents, are, in the 
main, the chief causes of this condition. The symp- 
toms would, of course, depend upon the nature of 
the cause of the injury. They may be classified, in 
general, as in the preceding account. Of course, in 
an open wound involving the kidney, the diagnosis 
is very much clearer than in subcutaneous rupture. 
The opportunity for treatment in gunshot wounds 
of the kidney is, especially in military service, neces- 
sarily restricted, on account of the variety of the at- 
tendant conditions. In private practice this is an 
extremely rare condition to be met with. The indi- 
cations for treatment would, of course, be an im- 
mediate exploratory operation, and an attempt to 
repair the damage. The same treatment is appli- 
cable also to a stab wound and penetrating wounds 
due to splinters. 

It has been my fortune to have met in Savannah 
with three cases illustrative of, first, subcutaneous 
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rupture ; second, gunshot wound of the kidney (pis- 
tol wound) ; third, stab wound. 

Report OF First Case.—W. McC., white, Irish, 
aged 52 years; married; stevedore; habits, alco- 
holic. Past history: For the past three years prior 
to injury had complained of what he termed indi- 
gestion, with a pressure of intermittent swelling on 
the left side. At the time of injury he was riding 
home on a bicycle, ran into a curbstone, was thrown, 
and landed on the left side. He was able to get up, 
and, although suffering considerable pain, walked a 
block and waited for a street car, which he boarded 
and rode home. I saw the patient in consultation 
with Dr. Hawkins some six or eight hours after the 
accident. He was at that time suffering consider- 
able pain in the left side, with a swelling in the left 
lumbar region. He had passed blood in small 
amount, but at frequent intervals. His tempera- 
ture was subnormal, pulse 100, respirations shallow 
and rapid. On examination of the bladder, I found 
the presence of considerable urine and blood. . This 
was drawn, the bladder washed out, and, on placing 
the hand on the lumbar region and pressing, a tu- 
mor was felt. We were able to empty about a half- 
pint of blood and urine into the bladder; this was 
then withdrawn by a catheter. An operation was ad- 
vised and fourteen hours after the accident the 
operation was performed. Posterior incision made, 
and kidney explored. A rupture of a large hydro- 
nephrotic kidney was found. This was removed. 
The tumor, on removal, measured about one foot in 
length. 

Owing to the condition of the patient and the 
time of operation, it was necessary to leave clamps 
on the pedicle. These clamps were removed on the 
fourth day. Post-operative convalescence was un- 
eventful, with the exception of delirium, which 
lasted four or five days, and then a mild dementia 
developed. This lasted for two weeks, and at the ex- 
piration of this time the mind cleared and has re- 
mained clear. The patient left the hospital thirty 
days after operation. I have seen this case on nu- 
merous occasions since the operation. He is ap- 
parently in perfect health. Urinary examination 
negative. 

Report OF SECOND CaseE.—Name_ unknown; 
negro; aged 28 years; single; laborer; habits un- 
known; past history unknown. First seen by me in 
consultation with Dr. Weichselbaum at the Georgia 
Infirmary. When first seen, the pulse was 130, on 
the operating table. A small, penetrating wound 
was found over the right kidney, about a half inch 
below the margin of the rib, and about four inches 
from the spine. Exploratory incision; hemorrhage 


vere profuse, obscuring the site of operation. The 
kidney found to have been penetrated by a ball, 
which cut through the renal vein. Not being able to 
control hemorrhage by packing, clamps were applied 
on the pedicle, and the kidney excised. The ball 
was found in the wound. The patient’s condition 
was such that drainage and packing were all that 
could be done. The wound was left open. Death in 
twelve hours from shock and hemorrhage. 

Report OF TH1RD Case.—S. M., white; Carolin- 
ian; aged 14 years; habits, negative. History: 
While at play was stabbed by a companion, the in- 
strument used being a long-bladed pocket-knife. The 
boy was put on the train and brought to Savannah 
ten hours afterwards. On account of severe hemor- 
rhage, I explored the wound. Posterior incision 
made over the kidney, showing stab wound 14 
inches in length through the cortex. The boy was 
in profound shock on the table. Tampon inserted 
down to the incision. Wound packed. It was 
necessary to infuse the patient on the table. 

Post-operative treatment uneventful, urine ap- 
pearing in the dressing in the first twenty-four 
hours. This gradually “iminished, and on the sev- 
enth day was entirely absent. The boy improved 
steadily, the wound closed with the exception of a 
small skin ulcer, and on the twelfth day the boy was 
sitting up in bed. At the solicitation of the family, 
and on account of the sickness of another member 
of the family, that demanded the presence of the 
mother, I permitted the boy to return hon:e on the 
fifteenth day. On returning home he was permitted 
to walk the distance of about an eighth of a mile 
from the station to his residence. That evening, for 
the first time in ten days, blood appeared in the 
urine. The family physician was summoned, the 
boy put to bed and ice applied over the kidney. The 
amount of blood in the urine, instead of diminishing, 
increased. The family became alarmed and six days 
after his leaving the hospital brought him back to 
Savannah. His condition on returning to the hos- 
pital was such that an immediate operation for re- 
moval of the kidney was decided upon. 

On admission, the temperature was 102°. There 
had been several chills during the preceding twen- 
ty-four hours. The urine contained pus and blood. 
Pulse very rapid and feeble. Posterior incision 
again made, and nephrectomy performed. The 
boy stood the operation very well. 

There was a gradual diminution of urine voided, 
—in the first twenty-four hours, twelve ounces. 
This suppression increased and, notwithstanding 
all efforts made, a total.anuria was established on 
the tenth day. The boy died on the eleventh day. 
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PILES AND THEIR TREATMENT. 
M. Iverson, A.M., M.D., 
STOUGHTON, WIS. 


Piles (hemorrhoids), is a disease of the mucous 
membrane of the lower part of the rectum and anus 
and the skin of the anal region, respective of the 
therein contained bloodvessels, especially the veins. 

This region is supplied with arterial blood from 
the three hemorrhoidal arteries, being branches of 
the inferior mesenteric and the internal iliac arteries, 
which perforate the muscular coats of the ampullz 
recti and pass more or less parallel and in a longi- 
tudinal direction towards the anus where they 
anastomose to form a vascular plexus. 

The veins here are directly continuous with the 
arteries, and form the so-called hemorrhoidal 
plexus. The veins of the rectum run parallel with 
the arteries and likewise perforate the muscles, pass- 
ing into the branches of the valveless inferior and 
middle hemorrhoidal veins. ‘This arrangement con- 
stitutes one of the chief causal factors of piles. The 
sphincters constrict the veins so that the blood can- 
not escape, but the arterial pressure is always suffi- 
cient to force the blood into the hemorrhoidal 
plexus, which so becomes dilated, and, finally giv- 
ing way, results in local dilations, constituting 
hemorrhoids, The mechanics of the internal hemor- 
rhoids and external ones are the same. 

Many other conditions may contribute to this 
congestion by preventing the flow from these parts 
damming it back through the valveless veins. A 
few of these causai factors are lesions of the heart, 
obesity, hepatic disturbances, arteriosclerosis, and 
even pulmonary obstructions. For the last two 
mentioned conditions, bleeding piles may in a sense, 
act as a safety-valve. The surgeon ought to bear 
in mind this fact, and not operate unless for good 
reasons. 

The hemorrhoidal plexus, even under normal con- 
ditions, sustains the weight of the blood from the 
anus to the heart. Therefore, people of sedentary 
occupations, and those also who do heavy work 
while standing,—as tailors, blacksmiths, painters 
and masons—are rather prone to this affection. 

Other etiological factors are constipation, cold, 
exposure in open privies, diarrhea with tenesmus, 
and very often pregnancy. 

The typical “attack” of piles occurs somewhat 
suddenly. There is inflammation of the pile, fol- 
1owed by clotting of the stagnant blood. The condi- 
tion is generally a painful one. The patient loses 
his appetite and goes to bed. Even the rest in bed 


may bring about a lasting natural cure. For now 
in the recumbent position, pressure is in a measure 
relieved, and the clot may be absorbed and the pile 
disappear; or else the clot may become organized 
and converted into a fleshy mass. 4 

Two varieties of piles which may be mentioned 
are the columnar, enclosing an artery, a form of 
little importance; and a somewhat rarer form, the 
so-called nevoid pile, which shows an unusual tend- 
ency to hemorrhage. This is really a new growth 
and not'a pile. 

External and internal piles are alike as regards 
their etiology. Internal piles are covered with mu- 
cous membrane, and their veins are constricted by 
the two sphincters. The external piles are covered 
with skin, and their veins, too, may be similarly con- 
stricted by these muscles though the symptoms of 
the latter variety are in the first place, such as are 
due to the existing causal condition on the part of 
the liver, heart, lungs, a tumor, etc. 

If the piles are of any size, or if inflamed, they 
may give rise to nausea and vomiting, and a drag- 
ging sensation. There is itching, and in cases of 
phlebitis and intolerable tenesmus, so great that the 
patient dreads going tc stool. There are pains 
generally radiating to the back and thighs. The 
respiration may be impaired, and the patient suf- 
fers intense pains from the least effort of coughing. 

In cases of internal piles, all these symptoms are 
present in exaggerated degree. The tumors are of 
a dusky red color, presenting a striking contrast 
with the pink of the surrounding healthy mucous 
membrane. They are tender to the touch, and are 
often the seat of ulcers which bleed easily. There 
may also be fissures in between the piles which be- 
come lacerated in the act of defecation. 

The patient always has an uncomfortable burning 
sensation, and besides, a sensation as of something 
in the rectum which ought to be expelled. If the 
piles prolapse from straining, they become caught 
in the grasp of the sphincter, and the patient suf- 
fers agony. They must now be forced back into the 
rectum, whereupon the desire to again expel them 
returns. This constantly repeated occurrence finally 
exhausts the patient, and sooner or later results 
in a permanent prolapse. The pains which at first 
were mostly local, later are felt in the back and 
thighs, and in the male in the penis, and ‘in the 
female in the uterus. The joss of blood may at 
times be so copious as to be quite alarming. 

TREATMENT: First of all, the causal condition, 
whether in the liver, heart, lungs, or elsewhere, 
should be looked after. Constipation especially 
should be corrected. This is, however, one of the 
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most difficult symptoms to correct. Under no con- 
ditions must strong or warm injections be used, 
as they cause active congestion in the inflamed parts. 
A cold injection of glycerin and water is good. Can 
a regulated diet assist us, that is best. 


External piles in the “‘attack,” may be relieved 
by applications of ichthyol or belladonna extract or 
a mixture of those with hydrastis, and fomentations. 
Thrombi may be incised and evacuated. Abscesses 
also should be opened and treated antiseptically. If 
the operation is done under local anesthesia, this is 
all that is necessary. But if a general anesthetic is 
employed, the anus and sphincter can be dilated, the 
pile cut off, and the wound closed with sutures. The 
sutures should be placed parallel with or radiate 
toward the anus, for if the sutures are placed trans- 
versely, they may cause strictures. Finally, an 
antiseptic T-bandage is applied. With regard to 
this method of treatment, there should be no dif- 
ferences of opinion. 

The internal variety of piles is much more difficult 
to manage, and many and various are the methods 
of treatment which have been devised. First of all 
may be mentioned the palliative, as for example, 
suppositories containing belladonna and mild anti- 
septics, as bismuth, naphthol, or iodoform with a 
half per cent. of cocain. 

But it is too evident that the mechanical factor, 
—the constriction exercised by the sphincters,—is a 
most important one in the causation of hemorrhoids, 
and that no treatment will be finally successful un- 
less the sphincters are thoroughly dilated. 

I have tried most of the various methods recom- 
mended for the treatment of piles, and have dis- 
carded all but the methods which I shall now enu- 
merate: 


1. Burning away the tumors over Langenbeck’s 
forceps, under narcosis. 

2. Enclosing the mucous membrane in an ordi- 
nary ligature, which cuts through in the course of a 
few days. 

3. Ligating after having previously incised the 
mucous membrane around the tumor, forming a 
pedicle containing the diseased bloodvessel. 

4. Cauterizing with fuming nitric acid and other 
chemicals. 

5. Thermo-cautery and cautery wire. 

6. Injection, and, 

7. Cutting operations with suture of wounds. 


There may be more methods and of course it is 
useful to know as many as possible, so as to select 
the one most suitable for the case. 

Some of these methods have to be objected to be- 


cause of the severe pain caused at the operation, or 
subsequent to it. This is true of the thermo-punc- 
ture, thermoclast, and other forms of cautery treat- 
ment. Otherwise, Langenbeck’s operation of burn- 
ing the tumors off over a clamp, would be ideal. 
The narcosis throughout this operation must be 
quite profound, else the patient will suffer pain 
and often great shock. The ligature leaves an 
open, ulcerating wound that must be regarded as 
dangerous on account of the chances of infection, 
and of the occurrence of an ascending infected 
thrombus. These same dangers are present also 
from the use of chemical caustics, with the added 
one that it is difficult to precisely localize their ac- 
tion. 


I am, therefore, of the opinion that usually these 
methods of treatment ought to be discarded. We 
have then left the treatment by injection, and the 
cutting operations. I wish to sound a warning 
against the general enthusiasm recently worked up 
for the injection cure, which, it is said, will suffice 
for office treatment and the overlooking of which 
has been the cause of the “quacks” taking from us 
our “fat cases.” This, in fact, was the consideration 
which more than anything else suggested to me the 
presentation of this paper. Let it be well under- 
stood that the injection method has very limited 
indications, which are as follows: 


1. When the patient is unwilling to undergo gen- 
eral anesthesia. 


2. In case of the presence of only one or two 
internal venous hemorrhoids easily accessible 
through a small conical speculum. 


It is too protracted a procedure for multiple 
piles, since it is safe to treat only one or two at each 
sitting. More than this, the sphincter not having 
been dilated and the cause remaining, we may ex- 
pect new piles to be continually cropping up. This 
method, then, you can see is not a good one for such 
cases unless we happen to be governed by the prin- 
ciple of those who aim to have the patient ake the 
greatest possible number of visits that his pocket- 
book will stand, which is one method of impressing 
the patient with the importance of the treatment, 
and parallel to the “repeater” of the patent medicine 
man. 


As regards the external piles, it is generally 
agreed that the injection treatment is here impracti- 
cal and that it makes them worse. The evil effects 
which can follow a protracted course of the injec- 
tion method of treatment, I shall demonstrate by 
one of several instructive cases which came under 
my care. 
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Mrs. A. R., Rutland, Dane Co., consulted me at 
the office, complaining of intestinal symptoms. The 
bowels did not move except after injections, and 
then always attended with pain, and a feeling “as 
though the bowels would burst.” Hemorrhage also 
attended each movement. She gave a history of hav- 
ing consulted a specialist in painless treatment of 
the bowels, who now could give her no relief, al- 
though for the ten years past his treatment had al- 
ways helped her. By inspection the rectum was 
found occupied by a single small external pile. 
Above this was an ulcer, the base of which was cov- 
ered with pus. The rectum was very narrow, and 
further inspection even under local anesthesia very 
difficult. 

I suggested that she enter the hospital and have 
an examination and operation under chloroform, to 
which she consented. It was found even under deep 
narcosis, that the anus did not relax, and that the 
anus and the rectum were much narrower than nor- 
mally. This was evidently due to the numerous in- 
jections which had produced considerable contrac- 
tion of these parts. A slow and frequently repeated 
dilatation was executed, each time the direction of 
the pull being shifted, until finally the rectum be- 
came amply dilated. The mucus membrane was 
torn in several places and bled. The external, and 
two internal piles were excised and sutured, the 
ulcer curetted and the wounds sutured, the ulcer and 
the tears cauterized with trichloracetic acid (50%), 
in order to give a protecting film of trichloracetic 
acid-albumin. The operation proved a success, and 
now, four years afterwards, the rectum is in good 
condition and the patient is able to move her bow- 
els daily and comfortably. 


This strikingly demonstrates the fact that the in- 
jection cure is not suitable where it has to be fre- 
quently repeated, and that, moreover, failure must 
result because a dilatation cannot be painlessly per- 
formed under local anesthesia. If the injection 
cure is properly done, and only one internal venous 
pile treated at a time, it may be so far successful 
only as it may be done painlessly under local anes- 
thesia. Personally, I have now entirely discarded 
this method, about which Dr. Mathews in Hare’s 
System of Practical Therapeutics says: 

“Certainty not a radical cure and Edmund 
Andrews, of Chicago, reports the following acci- 
dents, which occurred out of 3,304 cases collected: 
Deaths 13, embolism of liver 8, sudden and danger- 
ous prostration 1, abscess of liver 1, dangerous 
hemorrhage 10, permanent impotence I, stricture 
of the rectum 2, violent pain 83, carbolic acid poison- 
ing 1, severe inflammation 10, sloughing and other 
accidents 35.” 

So that nobody may say that we do not know 
whereof we speak about, let me briefly explain how 
the injection cure is performed. 

Inject into the rectum about a % drachm of a 1% 


cocain solution. Wait three minutes and insert a 
small Pratt, or other convenient speculum which 
will admit of satisfactory inspection. Select the 
most prominent pile, and insert the conical Brinck- 
erhoff speculum, then draw back one of its slides 
so as to admit the selected pile into the slit. Apply 
to this absorbent cotton saturated with a 10% solu- 
tion of cocain. After three minutes, imprison it 
with the slide. Now inject two or three drops of a 
10% aqueous carbolic acid solution to which has 
been added a little glycerin. (There are other 
formulae, but this is probably one of the be.t.) Wait 
another three minutes, push the pile out of the slit, 
and withdraw the speculum. 

In this procedure, of course, the sphincter has 
not been dilated, and herein lies its deficiency and 
the reason for its failure. As long as the sphincter 
continues to exercise a pressure on the veins so as 
to retain the blood, new piles will shortly develop, 
and the unsuspecting patient must return for a new 
course of treatment. Besides, I find it very impor- 
tant to make a complete and thorough examination 
and this cannot be done under local anesthesia. 
How much better it is to employ a general anes- 
thetic, and complete the entire operation once and 
forever. This operation ordinarily is not a long one. 
Nitrous oxid or ethyl .bromid might be indicated, 
but I, for one, do not like these quasi-general anes- 
thetics. In the hands of a competent man, chloro- 
form and ether are really safe. If antidolorin, ethyl 
chlorid and other similar anesthetics which have 
recently come into fashion, had been used as often 
as ether and chloroform are, we no doubt should 
have heard of more cases with fatal terminations. 

As to scopolamin, I have had no experience, not 
having dared to try it. I, therefore, recommend the 
cutting operation associated with dilatation of the 
sphincters under full chloroform narcosis as, after 
all, the most satisfactory operation for hemorrhoids. 
Some very ingenious methods of performing this 
have been devised, but the simplest I have found to 
be the best. 

The Whitehead operation is said to be an excel- 
lent procedure in those cases in which the entire anus 
is converted into a pile-bearing ring. The entire 
ring is gradually cut out, and the mucous mem- 
brane brought down and joined to a narrow line of 
mucous membrane left below this ring. I have 
tried it. It cannot be rapidly performed and is very 
bloody, and, if it is a lasting success it is so solely 
for the reason that it can only be performed after a 
thorough dilatation. If new mucous membrane had 
been brought down so as to be in the clutch of the 
sphincters, one would have sooner or later, a new 
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pile-bearing ring that would surely assert itself, if 
the original causal conditions still remained, such as 
a cirrhosis of the liver, or a general arteriosclerosis ; 
in which case, even if the sphincters had been dealt 
with, the method would prove to have been a failure. 
Less formidable methods work well, and there is this 
against the Whitehead operation, that it may cause 
a desperate stricture if the wound should become 
infected, which happens in rectal work. 

The operation which I have adopted is about the 
same as that recommended by Hawkins (Amer- 
ican Medicine, 1901), with some modification of de- 
tails. 

The bowels having been previously thoroughly 
evacuated, the patient is given, twenty minutes be- 
fore the operation, twenty drops of laudanum. After 
a thorough dilatation, stretching the sphincters first 
by the index fingers, then by the thumbs, until I feel 
the first sensation of tearing, I apply a tampon of 
cotton spread over with vaselin and to which a long 
cord has been attached, well up above the piles. It 
is allowed to remain in place three to five days and 
is helped out when the bowels move the first time. 
The tampon makes it possible to clean and disinfect 
the rectum for orderly work and also prevents blood 
from escaping undetected into the rectum. What- 
ever bleeding there is will be manifest. I now 
grasp the uppermost pile, lift it up and fasten the 
base with a long, but very narrow clamp. The 
tumor will then appear on the closed clamp as an 
elongated, narrow roll. It is excised close to the 
clamp, and a stitch introduced and tied at the upper 
end. I then take a row of loose stitches round the 
clamp one-eighth inch apart, until the lower end 
of the pile is reached, after which the clamp is re- 
moved and the suture tightened stitch by stitch 
by the tissue forceps and not by pulling on the ends. 
Just as the clamp is released there is some flow of 
blood. This stops the instant the suture is tight- 
ened. Dr. A. McLean, of Detroit, has lately de- 
vised a special clamp for this, with grooves, through 
which sutures are put in, but it is absolutely un- 
necessary as the sutures can easily be put through 
close under the clamp and the Senn-Kocher hemo- 
static forceps or a like long narrow bladed artery 
forceps is all the better, if one does not need a spe- 
cial instrument for every kind of operation he per- 
forms. The surgeon’s armamentarium should not 
be made unnecessarily complex and cumbersome. 

Almost all kinds of piles, both internal and exter- 
nal, can be treated in like manner. I have inserted 
as many as nine such rows in one case. The after- 
treatment consists in keeping the patient in bed for a 
few days on a liquid diet, the intestinal action being 


kept quiet for two days by the use uf laudanum. 
On the fifth day in the morning, I give castor oil, 
and when the bowels move, the tampon is assisted 
out by means of the string. For suture, I use ten- 
day catgut, and by the eighth day the patient is able 
to go home, defacation being comfortable. I do 
not find it necessary to keep the patient confined in 
bed more than five days. During the first four days 
the erect position tends to produce congestion in the 
area operated upon, and this may retard the healing 
by favoring a discharge from the wound, and post- 
operative bleeding. The operation is conciuded by 
an irrigation and careful drying of the rectum, and 
an application of trichloracetic acid (50%), to the 
sutured wounds and any raw surfaces, and packing 
loosely with iodoform gauze. There is less pain 
from this operation than from the others and !ess 
than after cautery or ligature. Adler (Journal of 
the American Medical Association, January, 1906), 
prefers to pack the wounds, since sutures in this 
locality get infected, but this is prevented by the 
trichloracetic acid as I use it, and so the risk of 
the sutures becoming infected is eliminated. 

In many cases of hemorrhoids. there is a tendency 
for the mucous membrane to become prolapsed in 
the act of defecation. The best remedies for this are 
these same long narrow scars in the mucous mem- 
brane parallel to the axis of the rectum. In time 
they retract and aid in keeping the mucous mem- 
brane in place. If the sphincters have been prop- 
erly stretched, it is usually not necessary to remove 
each and every pile. The smaller ones may be left 
to disappear of themselves; old, shrunken ones can 
also be left untouched and bridges of mucous mem- 
brane, even though diseased and polyp bearing, 
should be left between the single sutures. Fissures, 
if present, should be touched with trichloracetic acid. 
I have done the operation here described a number 
of times, and it has turned out to be satisfactory, 
both to myself and to my patients, in all varieties 
of hemorrhoids, as there are no after pains, no re- 
action or swelling, no strictures. I have only re- 
cently inquired into the ultimate results of patients 
operated upon by me in years gone by according to 
different methods. I have found that in those cases 
in which the sphincters were dilated the cure has 
proved to be most successful and lasting. The 
plainer, therefore, the operation, the better the 
method. 

One group of cases might be mentioned here, 
though the condition cannot exactly be called piles. 
It is a fact that in many new-born infants the anal 
opening is very narrow, so it causes the baby great 
agony to empty the bowels. It soon learns to retain 
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the feces and becomes habitually constipated. By the 
prolonged retention the feces of some babies gets 
hard and can be expelled only under great pain ac- 
companied by tenesmus of the sphincters. If the 
anus of babies with a narrow opening is observed 
in the act there will be noticed a blue knotted ring 
around it, that disappears after the defecation. In 
five such cases I have stretched the sphincters under 
chloroform narcosis to the great satisfaction of the 
mothers, as the defecation of the babies thereafter 
have been regular and the babies thrived and were 
fat and well-behaved, when before they were fretful 
and poorly nourished. The stretching must be very 
carefully done, and not with great force lest the 
tuber ichii or coccyx or the genital organs be 
harmed ; in fact, it demands very dainty handling by 
nimble fingers. 


In addition to hemorrhoids, other pathological 
conditions are encountered in this region such as 
fissures, polypi, catarrh, prolapse, fistula and cancer. 
None of these affections are ever made worse by the 
dilatation and all, the cancer alone excepted, rather 
improve or get some relief by it, although of course 
each demands its own special kind of treatment. 


ConcLusion.—That of the useful methods of 
operation on piles, the injection cure is unsurgical 
and a parallel to the medicine man’s “repeater,” ex- 
cept if accompanied with a dilatation of the sphinc- 
ters under full narcosis and that if we use full nar- 
cosis and dilatation, we had better employ at the 
same time the most surgical procedure—the plainest 
—of cutting the piles away and sewing up the 
wounds. 


TUBERCULOSIS OF THE CERVICAL LyMPH NODES. 


In many cases surgery is indispensable to re- 
move the original focus and the degenerated glands, 
but in all cases proper medical and hygienic meas- 
ures should be employed to assist the body to resist 
the disease, and the best results are obtained by a 
judicious selection or combination of methods. In 
a patient susceptible to tuberculosis and exposed to 
tuberculosis, it is just as illogical to suppose that 
the removal of the tuberculous glands in the neck 
will be followed by a cure, and an immunity to 
tuberculosis, as it is to suppose that tonics and 
massage will restore tuberculous glands to normal 
when these have undergone caseation, and abscesses 
have formed; both may be possible, but neither 
need be expected—T. Eppy Bake, in the Long 
Island Medical Journal. 


THE SUCCESSFUL TREATMENT OF TU- 
BERCULOUS GLANDS, FACIAL ACNE, 
AND SKIN CANCER BY THE X-RAY.* 

W. S. Lawrence, B.S., M.D., 


Instructor in Roentgenology, Memphis Hospital Medical 
College; Member, American Roentgen Ray Society, 


MEMPHIS, TENN. 


The claims of the x-ray as a diagnostic agent have 
met with very little opposition among the leaders of 
the profession, but its value as a therapeutic measure 
has been called into question all along the line. It 
has been a bitter though a winning fight, for now 
it is generally conceded that this somewhat myste- 
rious agent is among the most powerful additions 
that our therapeutic armamentarium has ever re- 
ceived. The ray was first heralded to the world as 
a means of locating foreign bodies and seeing frac- 
tures and dislocations, and unfortunately this is 
nearly as far as it has yet gotten, not only with peo- 
ple in general, but also in the minds of many medi- 
cal men. 

The finer and often more important points of 
x-ray diagnosis are overlooked or underestimated 
by at least four-fifths of the profession. With the 
present state of perfection of x-ray apparatus we 
are able to render the greatest possible assistance 
in the diagnosis of diseases of the bones, and this, 
too, during the early stages, while there is yet time 
to get results from therapeutic measures. 

Much light may be thrown upon the diagnosis of 
osteomyelitis, tuberculosis of the joints (particularly 
of the hip), arthritis deformans, villus arthritis and 
osteosarcoma. A diagnosis of renal calculus can 
hardly be made without the x-ray ; while in the early 
stages of aneurysm and of pulmonary tuberculosis 
it is of greater value than any other one measure. 
These facts are recognized by men of authority. 

There are few who believe in the therapeutic 
value of the x-ray. At first everybody believed 
everything, till such marvelous results were reported 
that some began to doubt, and finally everybody 
doubted everything. And now, after ten years of 
sifting and searching after truth, belief has given 
way to knowledge, and a few things have been 
definitely determined—these few things we know 
and not merely believe. 

While the Roentgen ray is the best treatment for 
quite a number of diseases and conditions, the lim- 
itations of this paper make it necessary for me to 
select, and I shall choose those with which I have 


* Read before the Tri-State Medical Association of Mississippi, 
Arkansas and Tennessee, November 19-21, 1907. 
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had most experience, reporting a few cases under 
each disease discussed. I have, therefore, selected 
the three diseases mentioned in the title of this 
paper, namely, tubercular adenitis, acne vulgaris, 
and epithelioma. 

Before entering upon the discussion of the method 
of treatment and results in these cases, I wish to 
call your attention to a few facts recently brought 
out in regard to the way the x-ray acts in accom- 
plishing its results, and particularly to the relation 
existing between the reaction of the system to x-ray 
treatment, and the opsonic index. In the matter of 
x-ray treatment, clinical experience is greatly in 
advance of theory. We know, and have known for 
years, that x-ray treatment will accomplish certain 
results, will cure certain diseases, but still our the- 
ories as to how these results are accomplished have 
been so extremely vague as in many instances to 
cause the results themselves to be called into ques- 
tion. 

It has long been known that the emanations from 
an excited Crookes’s tube have a more profound and 
powerful influence upon the blood than any other 
agent, drug or force, io the action of which the 
living normal organism may with safety be sub- 
jected. One should witness the almost unbelievable 
changes that may be brought about in the blood in 
a case of splenomedullary leukemia, where the white 
blood cells may be reduced from 200,000 or 300,000 
to the normal of 10,000 or 12,000, and the red cells 
raised from say 2,000,000 to the normal of 5,000,- 
000, with comparatively few x-ray treatments ; and, 
again, x-ray treatment applied to one part of the 
body has many times been seen to cure some minor 
lesion situated quite remote from the part under 
treatment. It is certainty reasonable to suppose that 
some change has been effected in the blood or lymph 
stream to. cause the healing of this lesion unsub- 
jected to direct treatment. 

With these facts before us for the past four or 
five years, there has been no inkling of the truth 
till within the last year. It is now positively known 
that x-ray treatment raises the opsonic index in a 
way quite similar to the results accomplished by the 
injection of certain artificially prepared vaccines and 
bacterial products. X-ray treatment raises the op- 
sonic index without a negative phase or drop in 
the index, as is the case with injected vaccines. 

It would seem that by the resolvent action of the 
x-ray certain true vaccines elaborated in vivo, by the 
lymphatic glands in the neighborhood of the infected 
area are set free into the blood current, raising its 
opsonic index. This means that the leucocytes have 
an added power to ingest bacteria and combat the 


toxic influence given off by them, and this in turn 
means that the organism is better able to combat the 
invading army of germs and continue steadily its 
march towards recovery and perfect health. 

Nor is this all. The circulation of this true vac- 
cine in the blood tends to produce an acquired im- 
munity to the disease in question, just as the circula- 
tion of certain antibodies in the blood brings about 
a recovery from smallpox or measles, and at the. 
same time renders the patient immune to further 
attacks, 

To make this theory somewhat clearer, we will 
consider an example of tuberculous infection. Now,, 
a true vaccine is a metabolic defense product elab- 
orated in vivo by the action of the lymphatic glands 
in the vicinity of the inoculated area. For a tubercle, 
the ideal vaccine is one claborated in vivo from the 
accretion of phagocyted tubercle bacilli obtained 
from the glands of one inoculated with a strain of 
tubercle bacilli taken from another human being. 
This true vaccine is always elaborated and some- 
what in the following way: At the site of infection, 
reaction occurs, in which the lymphatic system is 
greatly concerned. There is hyperemia, elevation of 
temperature, and an alternating rise and fall in the 
opsonic index. There is an invasion of two varieties 
of leucocytes, the phagocytes attacking the bacilli 
and the other leucocytes making a neoplastic mass 
of encapsulating tissue for the purpose of segre- 
gation. 

It is in this neoplastic mass that the true vaccine 
is elaborated and held, escaping but slowly to the 
blood current. The egress of this vaccine may be 
obstructed at the very time when it is most needed, 
for the glands are more or less imperiously encap- 
sulated. Now, the x-ray, by its resolvent action 
upon this neoplastic tissue, is able to set free this 
true vaccine into the blood current, and, guided by 
the opsonic index, to set it free in nearly such quan- 
tities and at such time as is best suited to the organ- 
ism in its struggle against diseases. 

H. D. McCullock, in a paper on this subject in the 
London Lancet, beautifully states the theory in these 
words: “I believe the x-ray acts by setting free en- 
capsuled vaccine.” And it is the purpose of this 
paper to advance the hypothesis that the therapeutic 
action of the x-ray depends on the induction of auto- 
vaccination, and this in consequence of the resolvent 
action of the x-ray on the rudimentary neoplastic 
tissue, which encapsulates the tuberculous glands. 

“This action of the x-ray is followed by a slight 
rise of temperature, with corresponding increase of 
the opsonic index, and this without any negative 
phase.” 
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This, then, is the nearly proven theory of the way 
the x-ray acts. Besides McCullock a number of 
others are working along these lines at present. 
Among these is A. W. Crane, of Michigan, who 
read a paper on this subject at the recent meeting 
of the American Roentgen Ray Society, at Cincin- 
nati, showing results in « number of cases where the 
opsonic index was taken before, during and after 
treatment. 

Within a year we hope to be able to collect suffi- 
cient evidence to convince the most doubting that in 
certain diseases the opsonic index is a positive guide 
to the time and amount of x-ray treatment, and thus 
to place radiotherapy on a plane highly scientific. 

Now let us consider the entirely practical side of 
this x-ray question—the results. What may we ex- 
pect in treating tuberculous glands by the x-ray? 
Different operators place the percentage of cures 
between 60% and 80%. I have so far never seen it 
fail, but I do not at all expect to keep up this for- 
tunate record. The time of election for the treat- 
ment of tuberculous glands is, I would say, as early 
as possible, but certainly before the glands have 
broken down and formed pus. However, even after 
unsuccessful surgery, when the glands have been 
cischarging for months or years, they may some- 
times be treated successfully in this way. 

Very little need be said here as to the method of 
treatment. In general, I would say that treatment 
needs to be pushed, and a too timid operator will 
not get the best results. I usually give what I con- 
sider the maximum safe dose every day for the first 
four or five days, then cvery other day, gradually 
lessening the time and frequency of treatment as the 
skin begins to redden and the glands to shrink. In 
all cases the skin must be protected by an x-ray 
fitter, for by this means we are able to send possibly 
two or three times as much energy through the skin 
to the glands as without it. Improvement will begin 
within a week, and in some cases after the second 
or third treatment. In advanced cases there may 
be considerable fever after each treatment, but im- 
provement goes on steadily, until the glands shrink 
to nearly their normal size. Here they remain little 
masses of fibrous tissue, harmless from this time on. 
The skin gradually returns to its normal color, all 
visible swelling disappears, and there is left noth- 
ing to tell the tale of a once serious infection. The 
advantages of this method of treatment over sur- 
gery are numerous. It is bloodless; it is painless ; 
it is surer than surgery, for we all know that if all 
the visibly affected glands be removed, others may 
begin to enlarge soon after the operation, whereas 
the ray finds all of the infected glands and converts 


them into little harmless masses of fibrous tissue. 
The cosmetic effect is infinitely better, and this is 
particularly to be considered when the site of in- 
fection is the cervical region of an otherwise beauti- 
ful girl. And, lastly, if our theory of immuniza- 
tion be true, the patient may by this method be pro- 
tected from other forms of tuberculosis. Briefly, 
two or three case reports follow: 

I. Patient, white man of 35. Chain of glands 
up right side of neck, varying in size from one- 
quarter inch to one inch in diameter. Condition 
of two or three months’ standing, and steadily 
growing worse. Glands did not break down. Fever 
during treatment. Impi1ovement rather slow, but 
steady, till a practically perfect result was obtained. 

2. Patient, white woman, of 45; referred by Dr. 
Rogers. Glands very large, two and one-half inches 
in axilla; small, egg-sized in clavicular region. 
Pulse, temperature and respiration all above normal, 
when treatment was begun. Very grave prognosis 
had been given. Patient received fourteen strong 
treatments, spread over six weeks, and at the end 
of two months was entirely well. Two glands broke 
down during treatment; one just over the middle 
of the clavicle was aspirated and promptly healed. 
A large one under the arm I intended to open 
freely, fluctuation being marked. The patient 
thought otherwise, however, and stayed away from 
the office for ten days. At the end of that time the 
gland was so greatly reduced in size that she 
thought she could beg off from the knife, and this 
she did. Shrinking continued till the pus was all 
absorbed, and only a little hardened mass left. 

3. White girl of 20, referred by Drs. Maury and 
Anderson. Neck measured fourteen and one-half 
inches. At the end of three weeks, during which 
time eleven treatments were given, neck measured 
thirteen inches, and recovery was practically com- 
plete. Fever during treatment. Glands did not 
break down. 

A few epitheliomata are still subjected to the 
knife or cancer plaster, but most of the leading 
men refer them very promptly to the x-ray opera- 
tor. The percentage of cures is very high. possibly 
over 90. 

The cosmetic effect is excellent, the results, in 
general, lasting and entirely satisfactory. In treat- 
ing these cases the tube is placed close to the skin 
to get the full effect of the irritating rays. The 
other parts of the patient are carefully screened. Im- 
provement is generally prompt after the third or 
fourth treatment, and if the operator knows when 
to stop, complete healing may sometimes be accom- 
plished in from ten days to three weeks. I might 
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report a long line of successful cases and two fail- 
ures within the past year, but two or three will 
serve to illustrate. 

1. Patient, white man of 60; disease of ten years’ 
standing. Ulcer extended from root of nose to 
near the tip and one-third of the way down each 
side. After eleven daily treatments and a rest of 
ten days, the ulcer was entirely healed. The scar is 
soft, very slightly contracted, and entirely satisfac- 
tory. 

2. Patient, white man of 45; referred by Dr. 
Moore. Ulcer, one inch long by three-eighths of 
an inch wide, above and in front of left ear, four 
years’ standing. Eight daily treatments and a rest 
of ten days resulted in perfect healing. 

3. Patient, white man of 68; disease of fifteen 
years’ standing. Superficial ulcer covered early en- 
tire nose, extending to corner of each eye. On 
the left side the ulcer had eaten down and through 
the mucous membrane, forming an opening three- 
quarters of an inch long by one-quarter of an inch 
wide, so that a large tube could easily be passed 
from the nostril out through the opening made by 
the ulcer. A month of mild daily treatments healed 
all of the superficial ulcer. The deeper part, how- 
ever, remained with some inclination to pus forma- 
tion around the edges. After about twenty more 
treatments, spread over about two months, the edge 
of the deep ulcer had healed perfectly, and every 
trace of diseased tissue seemed to have been erad- 
icated. An opening, however, as large as the end 
of one’s finger remained in the side of the nose, 
and the junction between the skin and the mucous 
membrane of this opening looked as natural and 
healthy as the line between the skin and the mu- 
cous membrane on the lips. Seeing no hope for 
further improvement by the x-ray alone, I advised 
the surgical closing of this opening. This Dr. J. E. 
Johnson did for me most skilfully, with a perfect 
result. For nearly a year now the patient has re- 
ceived no treatment whatever, and has enjoyed dur- 
ing that time the use of a whole and nearly perfect 
nose. 

Nothing in medicine, I think, can be much more 
gratifying and satisfactory than the results of x-ray 
treatment of bad cases ot facial acne. Different op- 
erators report varied degrees of success and failure, 
ranging between fifty and ninety per cent. of suc- 
cess. I am quite persuaded that failures result 
not so much from lack of efficacy of the agent em- 
ployed as from imperfect judgment and skill on 
the part of the operator. Those of us who are too 
timid will surely fail, while the too confident will at 
times do more than cure. Perfect technic has, of 


course, not yet been developed, and may never be, 
still in many cases perfect results are possible. 

I shall report only one case, but this is a most in- 
teresting and instructive one. 

Patient, a young white man of 22; general health 
perfect, and practically perfect personal and family 
history. Disease of five years’ standing. Nearly the 
entire face, but particularly at the angles of the jaw, 
was covered with pustules and indurated nodules. 
I suppose there were several hundred active pustules 
and pimples at the time of the first treatment. This 
patient had been variously treated by specialists, 
and men in general practice. He had been starved 
and fed; tried manual labor and perfect rest; had 
taken much internal medicine, and had been be- 
smeared and plastered with sundry external salves 
and ointments. At one time he had taken treat- 
ment steadily for four months, but had practically 
nothing to show for it save the scars where the 
pustules had been knifed and the unpleasant mem- 
ory of suffering endured in vain. In treating this 
case I paid no attention whatever to diet, and placed 
no restrictions on his manner of life or personal 
habits. He took not a dose of medicine internally, 
nor did he use any external application. Improve- 
ment was rapid after the first week, and in six 
weeks the patient was practically well. To the eye 
the face is somewhat scarred, but the lumps and 
pustules are all gone, and to the sense of touch 
alone the face can hardly be distinguished from 
another face. 

In conclusion, permit me to say at the risk of 
being regarded as over-enthusiastic, that my expe- 
rience forces me to believe that we have in the x-ray 
an agent which in the future will accomplish even 
greater good tHan in the past, and one that will cure 
certain diseases long regarded as practically incur- 
able. 


CoNTRAINDICATIONS TO THE USE OF BiER HyPER- 
EMIA, 

Not all cases of tuberculous joints admit of the 
Bier treatment, and the following conditions are 
contraindications to its use. Amyloid degenera- 
tion in the viscera, severe cases of pulmonary tuber- 
culosis, cold abscesses filling the whole articular cav- 
ity. These last appear very seldom, and almost 
always in the knee joint. Then, again, in cases seen 
for the first time, where there is much deformity 
of the joint, and the latter is in a faulty position, 
Bier employs operation, removing the disease and 
the deformity at the same time, either by excision 
or by amputation—S. H. WestTMAN in the Do- 
minion Medical Monthly. 
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BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


Ira S. Witz, M.D., 
NEW YORK CITY, 


(Continued from the December Number.) 


DIFFERENTIATION FROM MepicaL Diseases (Con- 
tinued. ) 
The Exanthemata and Skin Eruptions. 
Vaccinia of a mild type gives merely 
Vaccinia a Slight leucocytosis. If the vaccinia is 
generalized, the leucocytes may rise 
from the third to the seventh day as high as 25,000. 
The neutrophiles are again modestly increased dur- 
ing the period of desiccation. 
Light cases of varicella present practi- 
VARICELLA Cally no blood changes. In severe cases 
simulating variola, a relative increase of 
the large and small lymphocytes is common. The 
eosinophiles may increase during the period of scab 
formation, 
Variola gives rise to an early and 
VaRIOLA marked destruction of the red corpuscles 
and hemoglobin. The chlorotic anemia is 
most profound during the pustula stage. The red 
corpuscles may be reduced to 2,000,000. The leu- 
cocytosis begins in the vesicular stage of the dis- 
ease. The leucocytes may rise to 40,000 during the 
pustula period. The polynuclear neutrophiles de- 
crease and may fall to 35%. There is a relative 
lymphocytosis. ‘The small lymphocytes rise to about 
30%. The large lymphocytes form about 10%. 
Myelocytes appear in moderate numbers, 5% to 
10%. The basophiles may increase to 5% during 
the period of pustulation. 
In the hemorrhagic form, normoblasts appear 
in moderate numbers. 
The blood changes in measles are 
Ruseota slight. A leucopenia with relative 
lymphocytosis may occur during the peri- 
od of eruption. The eosinophiles are decreased. 
The diagnostic value of the various kinds of nu- 
clei of the polynuclear neutrophiles in measles will 
be discussed later. 
Scarlet fever causes a moderate 
ScaRLATINA chlorotic anemia early. The anemia 
becomes more pronounced if nephritis 
complicates the disease. The disease begins with a 
leucocytosis of the polynuclear neutrophilic type. 
The height of the leucocytosis apparently parallels 
the height of the fever. The leucocytosis varies 
from 10,000 to 40,000, according to the intensity of 


the infection. When the eruption is at its height, 
about the fourth day, the eosinophiles are markedly 
increased. The eosinophilia (3% to 15%) con- 
tinues for some time after the temperature reaches 
the normal. 

Erysipelas causes a chlorotic anemia 
ERyYSIPELAS varying with the intensity and duration 

of the erysipelatous process. 

The leucocytes increase to 10,000 to 20,000 in 
mild cases, to 30,000 in severe cases. The relative 
increase of the polynuclear neutrophiles may reach 
92%. As a rule, when the temperature begins to 
fall, the leucocytosis decreases. Frequently, how- 
ever, the fall in leucocytosis occurs before the drop 
in temperature has started. When the polynuclear 
neutrophiles begin to decrease, the eosinophiles com- 
mence to rise. Occasionaly the eosinophiles may in- 
crease to 10%. It is noteworthy that the leucocy- 
tosis ceases to increase only when the infection fails 
to spread further. 

Following the injection of anti-- 
SeruM DisEAseE toxin and prophylactic or curative 
sera interesting blood changes fre- 
quently occur. During the incubation period pre- 
ceding the serum eruption, a slight polynuclear neu- 
trophylic leucocytosis occurs. Concomitant with 
the appearance of the eruption there is a sudden 
fall in the number of the leucocytes. A leucopenia 
supervenes. A marked relative lymphocytosis oc- 
curs while the neutrophiles are relatively decreased. 
The lowest point of the leucopenia is quickly 
reached. The return of the blood to normal is then - 
rapid and without interruption. 


The coagulation time in these condi- 
Scurvy. tions is usually lengthened. There is 
PurPURA nothing hematologically characteristic 
of scurvy except the diminished alkal- 
escence claimed by Wright. The reduction of the 
hemoglobin is usually more pronounced than is the - 
loss of red corpuscles. Hemoglobin may fall as low 
as 11% and the red cells be reduced to 800,000. A 
moderate leucocytosis of the polynuclear neutro- 
philic variety is very common. The marked blood 
alterations detailed as occurring in the cachexia of © 
malignant disease serve to differentiate the purpura 
of cachexia from scurvy, peliosis rheumatica or 
purpura hemorrhagica. 
The presence of a chronic skin - 
Sxrn Diseases disease may so influence a differ- - 
ential leucocyte count as to destroy 
the prognostic value of the eosinophiles. It is there- 
fore important to appreciate that high eosinophilia - 
is a common feature of many skin affections. High » 
eosinophilia may be present in eczema (45%), urti- - 


: 
ay 
G 
be 


february, 1908, 


WiILE—BLoop EXAMINATION. 


AMERICAN 53 
JOURNAL OF SURGERY. 


(30%), lupus (7%-12%), peruphigus 
(33% ), psoriasis (20%). 

In treatment of a compound fracture or cellu- 
litis, etc., with mercurial solutions or in using in- 
unctions in the treatment of syphilis, it must be re- 
membered that a mercurial dermatitis may induce 
an eosinophilia as high as 14%. 

DIFFERENTIATION OF BONE AND JoINT AFFEC- 

TIONS. 

. The development of acute articu- 
RueEuMaTISM lar rheumatism is accompanied by 

leucocytosis. The height of the 
leucocytosis is proportionate to the severity of the 
disease. Osler states that “the blood is the best index 
of the severity of this disease.” The leucocytes 
may increase to 30,000. The leucocytosis is of the 
polynuclear neutrophilic type. The highest counts 
occur in the presence of complications like endo- 
carditis and pericarditis. The eosinophiles may not 
disappear during the attack. With the decline of 
the temperature, the eosinophiles increase and may 
persist after the normal temperature has been 
teached. A post-rheumatic eosinophilia may at 
times suggest the presence of intestinal parasites. 

The anemia in rheumatism is usually moderate 
and of the chlorotic type. In severe cases the red 


corpuscles may be reduced to 2,500,000. Subacute 


rheumatism shows little blood alteration. Chronic 
rheumatism reveals no blood changes beyond a 
moderate anemia. 
Despite the pallor present in this 
ARTHRITIS disease, a moderate chlorotic anemia is 
DerorMANS the only manifestation noted in the 
blood. Any leucocytosis present is re- 
ferable to some complicating condition. 
There are hematological variations char- 
Gout acteristic of gout. During an acute attack 
of gout, there may be a moderate polynu- 
clear neutrophilic leucocytosis. A relative increase 
of the eosinophiles is almost constantly present. 
The presence of an eosinophilia diagnostically fa- 
vors a gouty condition as opposed to a tuberculous 
condition. The red cells are practically normal. 
Gonorrheal processes _ including 
GONORRHEA gonorrheal arthritis produce insuffi- 
cient quantitative changes in the 
blood to afford any assistance in surgical differential 
diagnosis. The eosinophilia so long considered a 
valuable sign in ‘differentiating gonorrheal from 
septic and rheumatic arthritis has been shown to be 
worthless. The presence of a marked iodophilia 
is quite constant in gonorrheal affections; the pres- 
ence of iodophilia serves to differentiate gonorrheal 
arthritis from rheumatism, where it is lacking. 


The leucocytosis in osteomyelitis 
OsTEOMYELITIS due to pyogenic cocci is of great 
importance. The leucocyte counts 
are generally high, 20,000 to 30,000. The polynu- 
clear neutrophiles are relatively increased. If the 
osteomyelitis occurs in a small bone or one with 
abundant cellular structure, e. g., the temporal, the 
total increase of the leucocytes may not be very 
great. Under similar conditions the relative in- 
crease of the polynuclear neutrophiles may be but _ 
slight owing to the lessened absorption of toxins. 
The disproportion between the percentage of poly- 
nuclear neutrophiles and the total leucocytosis usu- 
ally exists, however, to guide the surgeon. In mas- 
toiditis, for example, there is no better surgical 
guide than following the disproportions as described 
in an earlier article on sepsis. 

The high leucocytosis occurring in osteomyelitis 
effectually eliminates neuralgia, “growing pains,” 
tuberculous epiphysitis. 

Iodophilia is present in all types of osteomyelitis 
except the tuberculous type. 

In tuberculous osteomyelitis, the presence of a 
high leucocytosis suggests abscess formation due to 
secondary infection. Low leucocyte counts do not 
exclude primary tuberculous abscesses. Rapidly 
increasing leucocytosis in tuberculous osteomyelitis 
indicates secondary infection and demands immedi- 
ate operation. In all chronic tuberculous processes 
a varying degree of chlorotic anemia is present. 

Fractures may induce various grades 

FRACTURE of anemia. Simon has reported a case 

of fracture of the lower end of the tibia 

with a myelocytic blood picture resembling leu- 

kemia. Ordinarily fractures give rise to leucocyto- 

ses of 8,000 to 15,000 with slight relative increase of 
the polynuclear neutrophiles. 

(To be continued.) 


DiMINUTION OR ABSENCE OF HyprocHLoric ACID 
AS AN INDICATION OF GASTRIC CARCINOMA. 
During the last twelve months, Moore, Alexander, 
Kelly and Roaf have shown that the diminution or 
absence of hydrochloric acid in the gastric contents 
is in no way characteristic of cancer of the stomach. 
These investigators have found that deficiency or 


absence of hydrochloric acid is the rule in cancer 


located in any portion of the body, and their clin- 
ical observations show that cancer in the uterus, in 
the breast, or in any portion of the body is associ- 
ated with the absence of hydrochloric acid in the 
stomach as frequently as is gastric carcinoma.— 
Joun G. SHELDON in the Journal of the Kansas 
Medical Society. 
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REMOVAL OF THE WHOLE OR A PART OF 
THE HUMERUS. 


E. M. Sara, M.D., 


President, Active Staff of St. Anthony’s Hospital, Rock 
Island, Ill.; Honorary Member of the Staffs of Mercy 
and St. Luke’s Hospitals, Davenport, Iowa. 


DAVENPORT, IOWA. 


Removal of the whole or a part of the humerus is 
a comparatively safe operation, and one which 
should be carefully thought of in all cases where 
amputations were, formerly, the first aid to the in- 
jured, in serious disturbances of the humerus. The 
literature has been very scant as regard this method 
of treatment. Too many arms have been sacrificed 
in the past that might have been saved, had the 
surgeon cared to try an extirpation of only the 
diseased portion of bone. Almost any kind of an 
arm is better than no arm. Before the days of 
aseptic surgery there possibly was some excuse for 
amputating everything in the shape of an arm that 
looked bad, but today, with the aid of aseptic and 
antiseptic methods, we are expected to attempt 
greater feats in surgery. 


That it is possible for a whole or a part of the 


humerus to be extirpated, and the patient given a 


useful hand and forearm, is beyond doubt. One- 
third of the upper end of the humerus may be re- 
moved, and the patient appear as though nothing 
had ever happened to the upper extremity, except 
shortening on that side. The whole humerus may 
be removed without serious disturbance to the hand 
and wrist, especially if care has been exercised in 
saving the musculospiral nerve in its separation 
from the bone. It is such an easy trick for the mod- 
ern surgeon to amputate at the shoulder or below, 
that we can excuse the older surgeons for not at- 
tempting the more difficult operation, extirpation. 
Arms were many times sacrificed when they might 
have been patched up, and made useful members. 
When it is possible to restore an arm to nearly its 
normal usefulness or even one-tenth of its former 
or normal usefulness, it seems well worth the effort. 

The first of the two cases I wish to relate, was 
operated upon some thirteen years ago. The patient 
struck her shoulder on a door when passing through 
it, some time previously, and soon developed in- 
flammation and necrosis. The bone continued to de- 
cay, and it became necessary for something to be 
aone, I sent her to the hospital, and being a charity 
patient she came under the surgeon on duty at that 
time. Before going, however, I had told her that 
the top of the upper bone in her arm could be re- 


moved, and that if this was not successful then the 
arm would have to be amputated. 

The doctor in charge said that it was impossible 
to save the arm, and that it would be amputated 
the next morning. The patient overheard the con- 
versation, and left the hospital before the operation 
was to take place. She afterwards asked me to do 
the operation I had suggested, at her home. I oper- 
ated upon her at her home the following day, 
and removed five and one-half inches of the upper 
end of her humerus, through an incision over the 
middle of the deltoid, the muscle being split from 


Fig. 1—Case I. Skiagram of Right Shoulder. 


the acromion process down its course about five 
inches. Periosteum was denuded from bone, and 
bone severed five and one-half inches from its upper 
end. She made an uninterrupted recovery. She 
has an arm some three inches shorter than the other 
one, but it is a very useful member. She is able 
to do all her housework with it, and can practically 
get it in any position except over her head, and 
she makes a very good effort at that. It is now some 
thirteen years, and the arm has never given her any 
trouble. It is certainly much superior to no arm. 
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Being the main support of her small children, the 
arm has come in very handy. In her case, on ac- 
count of the great amount of pus, the wound was 
left wide open, and packed with iodoformized gauze, 
and the wound healed very kindly. 

The second case was a man thirty years old, who 
had met with an accident when ten years of age, 
which necessitated amputation of the right thigh 
about five inches below the great trochanter. Some 
time in January, 1906, he fell, striking his ieft arm 
against a log, near the shoulder. It became sore to 
the touch at once, but did not give him much 


Fig. 2.—Case I. Arm in Extension. Holding a 15-pound Dumbbell. 
trouble until about the middle of February of the 
same year, when it became very painful. He was 
brought to the hospital and operated on March 5th, 
when we found the bone in two parts, with extensive 
necrosis. At this operation the upper four inches of 
humerus was removed, and an attempt was made to 
save the lower part by removal of decayed bone. 
Necrosis continued down the shaft, and it became 
necessary to remove the balance of the humerus, this 
being done April 17th, same year. In place of the 
lower end of the humerus a quantity of Morhoofs’ 
bone plug was introduced, this bone plug extending 
up from the elbow about four inches. The patient 
made a rather poor recovery from the operations on 
account of a very extensive exudative bronchitis, 
and on account of being very frail. He died August 


2nd, about four months after the last operation, from 
an empyemia in the left pleural cavity, about a pint 
of pus being removed from the chest a week before 
death. Whether the empyema was metastatic due 
to the bronchitis or a part of the original traumatism 
was never determined. His sputum and the pus 
from the arm were examined several times for tu- 
bercle bacilli, but none was found. After complete 
removal of the humerus, the patient was able to 
drink from a tumbler of water held in-his hand, 
thus demonstrating beyond the question of a doubt, 
some of the possibilities of an arm without any bone 
in it above the elbow. The incision in this cas> for 


Fig. 3—Case I. Arm in Flexion. 
the upper part of the bone, was the same as that in 
the former case. The incision for removal of the 
balance of the humerus was downward on the pos- 
terior part of the arm, splitting the fibers of the tri- 
ceps, and ending at a point midway between the 
olecranon and the external condyle of the humerus. 
It was necessary to make some lateral incision over 
the posterior surface of the elbow joint in order: to 
facilitate the disarticulation. Care was exercised 
not to injure the radial and ulnar nerves, and the 
muscles were split rather than cut, when possible. 
The periosteum around the lower end of the hu- 
merus was fairly good, and the bone plug was evi- 
dently a serviceable agent in helping to retain the 
normal contour of the arm. 

The incisions for removal of the lower portion 
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were sutured, but that for the upper was left open 
and packed. While this case was hardly a fair one 
on which to judge the merits of the operation, or 
the possibilities of an arm without any humerus, yet 
it is a positive demonstration of obtaining a useful 
hand and forearm, without any humerus. With a 
whole man to begin with, and one in good health 
otherwise than his arm, there can be no question 
that an arm without any humerus can be fixed up 
to do fairly heavy work. 

The accompanying illustrations show the condi- 
tion of the arm in Case I, as seen in a skiagraph 
and as it appears in two photographs, all made some 
thirteen years after operation. 


RUPTURE OF THE UTERUS, ESCAPE OF 
FETUS INTO ABDOMINAL CAVITY; 
OPERATION AND RECOVERY. 

A. P. Haniz, M.D., 

HARTWELL, GA. 


In the early morning of November 22, 1902, I was 
hurriedly summoned to attend a case of labor, and 
as I had called several times previously to see the 
patient on the same errand of expectancy, and in 


‘each instance was disappointed, I turned over to 


take my morning “nap.” Before I had finished, 
however, a second messenger came, assuring me 
that the woman was in labor and believed to be dy- 
ing. Awakened by such an exclamation, I hurried 
to the patient’s home, which was but a few blocks 
away. On entering the room, I found the patient 
out of bed upon her knees on the floor, and with 
each pain endeavoring by great effort to deliver the 
child. 

I had obtained this bit of history: she was thirty- 
four years of age, four feet seven inches tall, little 
more than a dwarf. Otherwise she was physically 
normal, no visible deformity existing, and her 
weight, when not pregnant, was ninety pounds. 
This was her fourth pregnancy. Two of the former 
were terminated between the sixth and seventh 
months, and delivery was only possible after crani- 
otomy had been resorted to, and the third pregnancy 
terminated at or near the eighth month and in order 
to Save the mother embryotomy was performed. She 
knew she could not by normal labor be delivered of 
a living child, and so informed me. 

With these facts in mind I had the bowels as 
thoroughly emptied as possible, and the vulva 
shaved, scrubbed and aseptically prepared, and 
covered with pads of gauze wet in a bichlorid of 
mercury solution. In the meantime, I assured my- 
self of the normal condition of the patient's heart, 


lungs and kidneys. She was anesthetized, and an 
examination made. Inspection disclosed a curious 
state of affairs. The abdomen pouched outward, 
the fundus extending directly forward for some 
ten inches, the protrusion resembling an exaggerated 
umbilical or ventral hernia more than a pregnancy. 
The abdominal and uterine walls were remarkably 
thin, in fact so thin that the fetus could be easily 
felt and the extremities could be distinguished with 
ease, there being no trouble to tell foot from hand. 
Therefore, error in diagnosis was impossible. 

- I prepared my hands for the vaginal examination 
very carefully, and again gave the vagina a thor- 
ough douching and scrubbing with a long-handled 
jeweler’s brush, being very cautious not to injure the 
presenting parts while so doing. I found the cervix 
was only partially dilated and the membranes still 
intact. The presentation was normal, but she had 
a contracted pelvis, whose conjugate diameter was 
less than three inches. By this time the patient had 
regained consciousness, so I informed her and the 
family of my findings and advised her to remain in 
bed and to be perfectly quiet, and to offer no assist- 
ance whatever to the pains, as delivery by them was 
utterly impossible; that labor had progressed as far 
as possible under the existing condition, and that 
she had the alternative of two extreme measures— 
Cesarean section or embryotomy; the former offer- 
ing life both to mother and child, while in the latter 
the child must be sacrificed. I insisted that the 
family give me their decision without delay. She 
was now in great pain, and we found it impossible 
to keep her quiet and in bed. Against my wishes 
and advice, she would get up, and when the next 
pain came there was a great effort at delivery. She 
taxed every muscle to its utmost, and when the pain 
ceased she must have thought she was delivered, for 
she asked to see the child. There was the com- 
plete cessation of all pains, and a change in the con- 
tour of the abdomen. The patient grew very 
faint, was nauseated, and quickly developed a 
condition of profound shock. There was some 
hemorrhage from the vagina. I had her placed on 
the bed and prepared my hands as quickly as I 
could to make an examination. I found that the 
uterus had ruptured and through the anterior wall 
the fetus and membranes had escaped into the ab- 
dominal cavity. I cleared the uterus of all clots and 
gave her large doses of ergot, morphin and atropin 
subcutaneously. The uterus contracted partially 
and controlled the bleeding to some extent. I se- 
cured assistance and removed the fetus and mem- 
branes by an abdominal section. The woman re- 
covered. 
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A TENTATIVE SURVEY OF VACCINE 
THERAPY. 


Current surgical literature teems with clinical 
reports on the employment of Wright’s “vaccines” 
in a rather wide variety of bacterial infections. 
While these reports do not warrant any definite 
conclusions at this still early stage in the trying-out 
process, they do justify certain tentative generaliza- 
tions :—Vaccine therapy is helpful or even curative 
in at least some forms of bacterial infection. Local- 
ized infections of subacute or chronic type have 
responded best, and of these acne and furunculosis 
furnish, perhaps, the best examples. Urinary 
(chiefly bladder) infections also seem to be an 
amenable group. Tuberculosis of the skin and 
lymph nodes has responded more readily in the 
hands of Wright himself than in those of most other 
observers. More acute infections, e¢. g., cellulitis of 
the hand, probably also will be found responsive to 
vaccine-therapy as an adjunct to other treatment. 
Concerning acute systemic infections the reports 
thus far show no reason for enthusiasm. In many 
cases “stock vaccines” have worked as well as 
vaccines made from cultures of the infecting organ- 
ism derived from the individual patients ; in others, 
“specific autogenous vaccines” have been found 
successful when “stock vaccines” have failed. In 


certain types of infection, perhaps in all, it is not 
sufficient to know that the infecting organism is, © 
for example, a staphylococcus, but the variety or 
varieties of staphylococcus (aureus, citreus, etc.) 
must also be determined. As an indicator for 
dosage and frequency of vaccination observations. 
of the opsonic index have been reported as unneces- 
sary, and even useless. 

Assuming for vaccine therapy a value that has 
thus far not been sufficiently demonstrated, the 
practical inference from the above tenative gener- 
alizations is that the vaccines can probably find gen- 
eral clinical employment. That is to say, if the 
study of the opsonic index is unnecessary, and if 
stock vaccines prove useful in a fair proportion of 
cases, this form of therapy can be made as available 
to the general practitioner as has diphtheria or 
tetanus antitoxin. Even definite bacteriological 
diagnoses, in communities where such diagnosis. 
may not be easily available, may be proved not al- 
ways necessary (in such cases, for example, as 
furunculosis or acne), by the employment of mixed 
stock vaccines of two or three or more varieties of 
staphylococcus. 

Fortunately, howeve:, there are few communities 
where bacteriological diagnoses cannot be secured. 
The preparation of specific vaccines from an indi- 
vidual bacterial strain is a more difficult and more 
expensive matter, and where this may be necessary, 
vaccine therapy can hardly come into general em- 
ployment, except in or near medical centers. 


“LYMPHATIC SPIRILLOSIS.” 

In preliminary communications in issues of the 
Journal of the American Medical Association, of 
December, 1907, W. C. White and F°. Proescher, of 
Pittsburgh, reported the finding of spirochete in 
certain glands of pseudoleukemia and in fluid as- 
pirated from the glands of a case of pseudoleukemia 
and a case of acute lymphatic leukemia. In the N. Y. 
Medical Journal, January 4, 1908, they report 
finding the same organism in glands from four 
cases of pscudoleukemia; in the tissue from six 
cases of lymphosarcoma; and in the fluid aspirated 
from the glands of one case of acute lymphatic 
leukemia and three cases of pseudoleukemia, during 
life. In sections the sphirochztz were always to be 
found when stained by Levaditi’s silver method. In 
smears from aspirated glands they were also in- 
variably found by means of a staining method of 
Proescher. In fluid pressed from a gland in the 
case of acute lymphatic leukemia the organism was. 
seen in the living state. It differs from other spiro-- 
chetz in its great length and shallow curves. It is 
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pointed at both ends, highly refractile, and very 
sluggishly motile. 

By subcutaneous injections into a guinea-pig of an 
emulsion from one of the affected glands in a case 
of lymphosarcoma, White and Proescher produced 
a glandular affection which they transferred to 
twelve guinea-pigs, of four generations, and from 
all of these they recovered the same organism. They 
have always failed to find it in normal and in tuber- 
culous glands. 

These observations have led their authors to re- 
gard the organism, which they have called the 
spirocheta lymphatica, as the probable etiological 
factor in the three allied diseases, for which they 
suggest a clinical classification under the general 
title of lymphatic spirillosis. 

Earlier reports of the finding of microorganisms 
in these conditions have failed of substantiation. 
If the discoveries now reported are corroborated 
by carefully controlled experiments, they will have 
disclosed not only the probable etiology, but also a 
new viewpoint of clinical and pathological study and 
perhaps of treatment, in a group of closely corre- 
lated mysterious and baffling diseases on the border- 
’ line of medicine and surgery. 


PROFESSOR ALBERT HOFFA. 


Albert J. Hoffa, professor of orthopedic surgery 
at Berlin, founder of modern orthopedics in Ger- 
many, died last month at the age of 49. Few men 
in medicine have accomplished as much as did Hoffa 
within their fourth and fifth decades! When he 
founded the Zeitschrift fiir orthopadische Chirurgie 
in 1892, he was 33 years old, and for six years had 
been conducting in Wurzburg an orthopedic insti- 
tute in which he was doing pioneer work. Later he 
became professor in Wiirzburg, and in 1902 he was 
transferred to the chair in Berlin. 

Hoffa’s name is written into the pathology of 
joint diseases, especially those of the knee; it is in- 
dissolubly linked with the modern cénceptions of 
scoliosis, congenital dislocation of the hip and other 
deformities, and with numerous appliances and 
operative methods for their correction. His Manual 
of Orthopedic Surgery has passed through several 
editions and has been translated into various 
languages. 

Hofta’s commanding figure added interest to the 
meeting of the American Medical Association in 
1904, where he was an invited guest and where he 
read a paper on hyperplasia of the fatty tissue of 
the knee-joint. 


Surgical Suggestions. 


A post-operative distention that is not relieved by 
a high enema can often be reduced by washing out 
the stomach. 


A rise of temperature after a curettage may be 
due to the thoughtlessness of the attending physi- 
cian, the cause being a piece of foul-smelling gauze 
which has been left in the uterus too long. 


An abscess of the right ovary may give the same 
signs and symptoms as acute fulminating appen- 
dicitis. If an incision for appendicectomy is made, 
it should be of sufficient length and low enough 
down to allow of careful examination of the right 
adnexa. 


If the periosteum strips back easily from a bone 
and if at the same time a subperiosteal abscess is 
found, it is positive evidence of some infection 
within the bone itself. 


Previous syphilitic infection may be the cause of 
a small tumor situated in the masseter muscle. A 
course of mixed treatment should always be re- 
sorted to before operation is decided upon. 


A moderately hard, palpable mass in the right 
iliac region is often diagnosed as acute appendicitis 
with inflamed omentum around the appendix. But 
ileocecal tuberculosis with inflammatory exudate 
should be kept in mind. 


Uterine fibroids may be differentiated from dis- 
ease of the tubes or ovaries by noting whether or not 
the cervix moves in the opposite direction when the 
tumor is pushed from side to side. 


If the bladder does not drain after a suprapubic 
cystostomy, in all probability the catheter or drain- 
age tube has become displaced into the space of 
Retzius. 


A properitoneal epigastric hernia may give no 
external signs. The patient merely complains of pain 
in the epigastrium. 


After a nephrectomy, hemorrhage may usually be 
stopped by inserting deep mattress sutures into the 
kidney substance followed by superficial sutures of 
the same kind. 
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The Principles and Practice of Modern Surgery. By 
Roswett Park, A.M., M.D., LL.D. (Yale), Professor 
of the Principles and Practice of Surgery and of Clin- 
ical Surgery in the Medical Department of the Uni- 
versity of Buffalo, etc., etc. Large octavo; 1,074 pages; 
722 engravings and 60 full-page plates in colors and 
monochrome. Philadelphia and New York: Lea 
BrotHers & Co., 1907. 


The eminence of the author of this book arouses great 
expectations for any product of his pen. These expecta- 
tions have in a large measure been fulfilled in the volume 
before us. It is a work of striking individuality; it reveals 
a well-balanced mean between conservatism and progres- 
‘siveness, a breadth of view, and a facility of pen not often 
attended in works of this character. 

We must confess, however, that whatever the work 
merits in these respects, it lacks in one highly important 
element, namely, that it is not sufficiently comprehensive to 
be of much value as a volume of reference, the object, we 
presume, for which it was intended. This demerit, how- 
ever, is not entirely due to any shortcomings on the part 
of the author, but rather to the fact that he has attempted 
to summarize modern surgery in an altogether too inade- 
quate space. In our opinion, the time has past for the 
condensation of such an immensely broad subject as mod- 
ern surgery in the space occupied in this volume. The vast 
increase in facts, in technical methods, the increasing en- 
croachment of surgery upon the domain of internal medi- 
cine, the far greater subtlety required in diagnosis, have 
created demands which a text-book of this size, especially 
if prodigally illustrated, as this volume is, cannot entirely 
fulfil, It is very plain that the author has realized this 
full well and has therefore ‘resorted to a condensation of 
the text. Despite his commendable efforts, however, the 
limitations of space appear to have been too much for him. 

We find important subjects discussed in the barest out- 
line; for instance, the treatment of intussusception is given 
but four lines; cancer of the large intestine is finished in 
thirteen lines; cancer of the esophagus in fifteen lines, sar- 
coma of the bones in twenty-four lines, while the entire 
subject of surgery of the testis is discussed in about four 
pages. These are only a few examples. Moreover, there 
are many important omissions. For instance, the whole 
subject of differential diagnosis is practically neglected. 
Even in such a condition as hernia, in which the differen- 
tial diagnosis may be of great moment, this aspect of the 
subject is not even mentioned. There is nothing about 
Bier’s hyperemia, the Carrel method of vessel suture, the 
clinical side of neuralgias, silver filigree for hernia, torsion 
of the testicle, the disease known as fatty hypertrophy of 
the synovial membrane (Hoffa), the varieties of abdominal 
incisions and most surprising of all, although the author 
tried to devote special attention to the preparation of a 
preparation for operation, he forgot to say anything about 
the pre-operative preparation of the bowel! The injection 
of paraffin for cosmetic purposes is barely mentioned and 
there is absolutely nothing concerning the importance or 
mention of blood cultures to surgery. This list includes 
only some of the more important omissions; were we to 
include the minor ones, the list would be appreciably 
lengthened. 

While we can say that, on the whole, the author has 
perhaps made the best possible use of the space limits 
at his command, nevertheless, we believe that with a little 
more careful editing, a number of unnecessary repetitions 
might have been avoided. For instance, paracentesis of the 
pericardium is discussed in two places, on pages 336 and 
733, carbuncle on pages 305 and 704, diseases of the thymus 
on pages 717 and 751, and rhinoscleroma on pages 64 arid 
308. On the other hand, a little more space might have 
been saved by excluding some obsolete methods of treat- 
ment, such as soap injections for cancer, the internal ar- 
senic treatment for carcinoma and the injection of for- 
malin for sepsis. 

The illustrations and plates are, on the whole, excellent, 
although little discrimination appears to have been shown 


in their selection. The illustration of cases of carotid and 
axillary aneurisms are repeated on pages 348 and 7o1, and 
345 and 702 respectively. We also see very little use in 
devoting three entire plates to “carcinoma parasites” of 
very doubtful validity. 2 

One may understand Prof. Park’s enthusiastic support 
of the parasitic theory of malignant growths, by reason 
of his close association with “the Buffalo school of pathol- 
ogists ;” and one might give his preachment respectful 
attention if it appeared in monograph. But in a text- 
book, intended in part for medical students, one cannot 
well excuse his insistance, as though it were all but abso- 
lutely demonstrated, upon an etiology that is very far in- 
deed from proof. At least it is but fair that students 
should be taught that the problem is unsettled and that, 
thus far, the weight of authority is against a parasitic 
etiology. 

The index is poorly done; it appears as though only the 
broadest headings had been indexed and not even all of 
these; for instance, there is no index for branchial fistula, 
although this condition is discussed in two places; nor is 
the heading “stump” indexed, although this topic occupies 
a full page of text. Other omissions in the index that we 
have noted are, “thymus,” in its relation to status lymphat- 
icus, and the second citation to parcentesis of the peri- 
cardium. “Beta-eucaine” is indexed twice for the same 
page, although it is mentioned but once. We see little 
reason for such a heading as “treatment” which occupies 
about one page of index. A physician who desires to look 
up the treatment of a particular malady will, we believe, 
naturally turn to the disease heading; the heading “diag- 
nosis,” on the other hand, is left out of the index entirely. 
We have noted but few actual errors in the text. On page 
247, 10% iodin solution for the preparation of catgut 
should be 1%. We also beg leave to differ with the state- 
ment, on page 377, that the leucocytes in Hodgkins’ dis- 
ease may number “hundreds of thousands.” We feel con- 
vinced that if the author ever observed such a case, it was 
positively not Hodgkins’ disease. Typhoid fever is never 
the cause of intestinal stricture, although it is so stated 
on page 832. 

Although we have found much to criticize in this work, 
there is also much to praise, as we indicated at the out- 
set of this review. Indeed, if such defects as we have 
referred to were corrected, as probably in another edition 
ys will be, this would be made a text-book of great ex- 
cellence. 


Nouveau Traite de Chirurgie, Clinique et Operatoire. 
Sous la direction Dre A. Le Dentu et Pierre DELBET. 
XXV. Hernies par M. Jasoutay, Professeur de 
Clinique Chirurgicale et Maurice Patet, Professeur 
Agrégé a la Faculté de Médecine de Lyon. Large oc- 
tavo; 427 pages; 128 text figures. Paris: J. B. Bam- 
LIERE ET Fits, I 


This volume gives a full discussion of the subject of 
hernia. There are three main divisions—a general dis- 
cussion, accidents in hernia, and the varieties of hernia. 
The treatment of the subject is methodical and exhaustive, 
and is accompanied by full references to original sources. 
The authors mention the various theories advanced to 
account for the mechanism of strangulation; personally 
they believe that some unusual effort forces down an espe- 
cially voluminous loop of gut and that congestion is at 
once produced by the collapse of the easily compressed 
veins, followed by edema, etc., although in particular in- 
stances almost anyone of the many conditions quoted as 
theories may produce the strangulation. If resection is 
necessary the intestinal button (Murphy’s or Jaboulay’s) 
is to be preferred to suture. Tuberculosis in a hernia ap- 
pears more commonly than is generally realized, nearly in 
one per cent. of all cases. 

The common varieties of hernia—inguinal, femoral and 
umbilical—are very fully described. For inguinal hernia 
the Bassini, or any operation which transplants the cord, 
fulfils its purpose. In femoral hernia simple closure of 
the inner opening of the canal usually suffices, although 
Bérard’s operation of utilizing the internal oblique and 
transversalis muscles through an incision above Poupart’s 
ligament, and sewing them to the fascia of the pectineus 
is favorably mentioned. The various uncommon forms of 
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hernia—diaphragmatic, lumbar, pectineal, etc—are dis- 
cussed, also the diverse viscera found in hernial sacs. 
No fault can be found with the treatment of the sub- 
ject, except that although almost every possible complica- 
tion, operative method, etc., have been accorded recognition, 
the personal experience and views of the authors are rarely 
stated and never emphasized. A few more illustrations of 
operative procedures would enhance the value of the book. 


Atlas and Text-Book of Human Anatomy. By Dr. 
Jowannes Sozotra, Professor of Anatomy in the Uni- 
versity of Wirzburg. Edited, with additions, by J. 
PrayFrarr McMurricyu, A.M., Ph.D., Professor of An- 
atomy in the University of Toronto; formerly Pro- 
fessor of Anatomy in the University of Michigan. 
Volume III. Vascular System, Lymphatic System, 
Nervous System and Sense Organs. Large octavo; 
342 pages; 297 illustrations, mostly in colors. Phila- 
delphia and London: W. B. SaunpErs Company, 1907. 


The general character, arrangement, and nomenclature 
of this American edition of Prof. Sobotta’s work, have 
been described in reviews of the first and second volumes, 
together with a reference to the process (multicolor lith- 
ography from half-tone drawings and photographs) by 
which the atlas was prepared. 

This, the largest and the concluding volume, deals with 
the vascular, system, except the heart; the lymphatic sys- 
tem; the nervous system, including the brain; and the 
organs of special sense. The arrangement of the illustra- 
tions of these structures is such that the student can usual- 
ly find on a single page all of them depicted as they are 
presented at a corresponding stage of his dissection; thus 
the relations of the bloodvessels to the nerves is clearly 
demonstrated. 

The entire work consists of 794 pages and 831 illustra- 
tions (some of them sepia half-tones, most of them beauti- 
ful color-lithographs, and all of the greatest excellence). 

While, for general service, this American edition of 
Sobotta’s atlas and text-book will not replace the more 
familiar works of Gray, Morris or Quain in the hands of 
our medical students, it will be of immense value to them 
for supplementary study, especially in the dissecting room. 


Business Methods of the Specialists, or How the Ad- 
vertising Doctor Succeeds. By Jacos DissiINcLer 
Atsricnut, M.D., Editor of Albright’s Office Practition- 
er. Octavo; t10 pages. Philadelphia: Published by 
the author. Price, $1.25. 


This book deals entirely with the business side of medi- 
cine. It aims to reveal the methods whereby “specialists,” 
both honest and dishonest, become successful—financially 
speaking. It forms interesting reading, even though some 
of the advice offered to budding specialists is rather more 
fitted for the unskilled than the skilled practitioner. 


The Sexual Instinct. Its Use and Dangers as Affecting 
Heredity and Morals. By James Foster Scort, 
B.A., M.D., C.M. (Edinburgh), late Obstetrician to 
Columbia Hospital for Women, and Lying-in Asylum, 
Washington, D. C., etc. Second Edition, revised and 
enlarged. Duodecimo; 473 pages. New York: E. B. 
Treat & Co. Price, $2.00. 

This volume attacks the sexual problem along conven- 
tional lines. It is written more from the attitude of a 
preacher than that of the scientist, and is indeed more 
fitted for the lay mind than for that of the physician. 


Books Received 


BLAKISTON’S QUIZ-COMPENDS. Compend of Sur- 
gery, for Students and Physicians, including Minor 
Surgery and Bandaging. By Orvitte Horwirz, B.S., 
M.D., Professor of Genito-Urinary Surgery, Jefferson 
Medical College; Surgeon to St. Agnes Hospital, etc. 
Philadelphia. Sixth Edition, revised and enlarged. 
Duodecimo; 334 pages; 195 illustrations. Philadeb 
phia: P. BLaxiston’s Son & Co., 1907. 


The Physician’s Visiting List for 1908 (57th Year). 
Philadelphia: P. BLaxtston’s Son & Co. Price, $1.00. 


Progress in Surgery. 


A Résumé of Recent Literature. 


McBurney’s Point and Another Point in Appendix 

' Diagnoses. Rosert T. Morris, New York. Journal 

of the American Medical Association, January 25, 1908. 

A description of Morris’ “point” and its diagnostic sig- 

nificance appeared in his article in the January issue of the 
AMERICAN JOURNAL OF SURGERY, page 20.- 


Primary Sarcoma of the Vermiform Appendix. T. 
CaRWARDINE, Bristol. British Medical Journal, De- 
cember 21, 1907. 

Only 3 cases of this rare disease have thus far been 
reported. The author adds a fourth. It occurred in a 
woman, 45 years of age, who for five months had suffered 
from repeated attacks of pain in the right iliac region; a 
tumor developed which stimulated exploration. ‘The appen- 
dix was removed and found to be the seat of a lympho- 
sarcoma. The patient died nine months later from metas- 
tases in the ovary. 


Diverticulum of the Vermiform Appendix. IsaBeLLa 
Hers, Chicago. Journal of the American Medical 
Association, December 28, 1907. 

Herb reports a rather remarkable case of appendicular 
diverticulum, probably owing its origin to an attack of ap- 
pendicitis sixteen years prior to its discovery. The ap- 
pendix was enlarged and occluded and the diverticulum 
sprang from its middle portion opposite the mesenteric at- 
tachment, in the form of a globular mass, nine inches in 
circumference and containing opaque jelly-like contents. 
The reasons for considering the cyst to be a diverticulum, 
rather than a dermoid, hydatid or implantation, cyst, etc.,. 
are given. The author has found in the literature avail- 
able twenty-four other cases of diverticula of the appendix 
reported, the references to which are given. 


Notes on the Resection of Large Portions of the Small 
Intestine. H. A. Evans and A. B. Brenizer, Balti- 
more. Johns Hopkins Medical Bulletin, December, 
1907. 

These authors have practiced extensive resections on 
dogs in order to determine the extent of tolerance, and 
have come to the conclusion that animals can invariably 
survive resections of one-third and practically always the- 
loss of one-half the length of the entire intestine; with: 
the best of care many animals will tolerate two-thirds; in 
one instance the animal survived resection of nearly seven- 
eighths of the entire gut. Animals upon whom extensive 
resections were done lost weight very rapidly after oper- 
ation, despite the voracious appetite which ensues. The 
original weight, however, is regained after variable periods. 
One animal in whom 92% of the entire length of smalk 
intestine was removed survived for 97 days, the longest 
period on record for such an extensive resection. Patho- 
logical examination on surviving animals show intense 
hypertrophy of the remaining portion of intestine. 


Pseudo-Tuberculosis of the Peritoneum. Report of a 
Case. F. Coss, Boston. Boston Medical and Surgical. 
Journal, December 26, 1907. 


Cobb reports the case of a woman upon whom a lapar- 
otomy was performed for purposes of ventro-suspension. 
The peritoneum was found to be studded everywhere by 
what appeared to be true miliary tubercles. The tubes. 
and ovaries were removed upon the belief that the tuber- 
culosis originated in disease of the Fallopian tubes. The 
abdomen was closed and three years later the patient was 
reported as perfectly well. Pathological examination of 
these “tubercles” showed that they were not tuberculous, 
but that they were foreign body tubercles arising from 
what appeared to be vegetable matter. This form of 
pseudo-tuberculosis has been described before. How this 
vegetable material penetrated into the peritoneal coat in 
the foregoing case was not determined. In some of the 
reported cases, perforations of some part of the intestinal’ 
tract have been reported. Foreign body “tuberculosis” 
of the peritoneum has also been described as arising from 
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ruptured cysts, hydatid and dermoid. In the former hook- 
lets or pieces of membrane form the nucleus, in the latter 
cholesterin crystals. One case is reported in which the 
eggs of the tenia worm were the foreign bodies found in 
the center of the miliary tubercles. 


Splenectomy in Banti’s Disease, with Report of a Case. 
Gaston Torrance, Birmingham, Ala. Annals of Sur- 
gery, January, 1908 


_ Torrance abstracts the 35 reported cases of splenectomy 
in Banti’s disease, 26 of which recovered; and he adds a 
case of his own, also with recovery (apparent cure). 


‘The Relation of the Mesocolic Band to Gastroenter- 
ostomy. WiuLi1Am J. Mayo, Rochester, Minn. Annals 
of Surgery, January, 1908. 


The posterior ‘“no-loop”’ operation is ordinarily the 
method of choice in gastroenterostomy. The first portion 
of the jejunum usually passes downward and to the left 
and the anastomosis should be made here, so as not to dis- 
turb this normal relationship, instead of turning the bowel 
to the right as was at one time customary. The ligament 
of Treitz is usually covered by a small peritoneal fold. 
Sometimes, however, this peritoneal reflection extends 
down several inches, reaching the jejunum after it has 
turned to the right. If the anastomosis is made here the 
operator will not, as he may think, be making a “no-loop” 
gastrojejunostomy, for the turn of the jejunum is con- 
cealed more or less in the peritoneal reflection. When 
such a considerable peritoneal bond exists it should be 
trimmed back to expose the origin of the jejunum, which 
will usually then be seen to run to the left; and the open- 
ing’ in the bowel can be made at the beginning of the 
jejunum in the area just denuded. The peritoneal band 
has its origin in the transverse mesocolon close to the left 
margin of the branch of the colica media just to the right 
of the duodenojejunal juncture. The avascular area in 
the mesocolon lies to the left of this adhesion, and the 
posterior wall of the stomach should be brought through 
an opening in this space. 


Radiograms of Syphilis of the Long Bones. Martin 
W. Ware, New York. Surgery, Gynecology and Ob- 
stetrics, January, 1908. 


Ware presents a series of skiagraphs of syphilis of the 
long bones, with their case histories, and by means of these 
demonstrates the radiographic findings that are diagnos- 
tic of the disease, as pointed out also by Hochsinger, Kien- 
bock, Reinach and others. While a pathnognomonic pic- 
ture cannot be obtained in every case and while, especially, 
the skiagraph in chronic pyogenic osteomyelitis may closely 
simulate that of syphilitic disease, yet there is a certain 
uniformity in the findings in syphilis of the long bones, 
which findings, in conjunction with the anamnesis, are of 
decided diagnostic value, and which, indeed, may usually 
be regarded as “characteristic.” The most striking of these 
findings is thickening of the periosteum. This periosteal 
thickening, as seen in the skiagraph, stands out conspicu- 
ously in favor of syphilis as distinguished from other 
chronic infections of the bone. The intensity of the peri- 
osteal shadow is often great enough to suggest lime salt 
deposits (and thus bone thickening). The periosteum may 
be lifted from the bone and appear as a fine line. In the 
bone itself there is increase in diameter. The cortex ap- 
pears denser, thickened and irregular in outline, and may 
so far encroach on the medulla as to obliterate it. The 
plate may show spicule of bone running from the cortex 
into the medulla. Trans!ucent areas in the bone indicate 
gummatous destruction and bone absorption, but they are 
apt to have this feature distinguishing them from similar 
areas in other bone infections, that they are surrounded 
by dense shadows (osteosclerosis). He, 

When the skiagraphic features are thus characteristic, 
which is not always the case, one can easily decide by 
means of the x-ray whether a dactylitis is of syphilitic or 
tuberculous nature. 

The gummatous deposit of the periosteum itt the bone 
may be attended by growth in the length of the bone and 
bowing of the shaft. : i 

[The irregular periosteal shadow seen in the skiagraph 


of a periosteal sarcoma, the shadow of traumatic, and of 
typhoid or other infective periostitis, subperiosteal hemor- 
rhage or abscess, must not, of course, be confused with 
the periosteal shadow of bone syphilis as above described. 
The characteristics of the shadow in these cases, and the 
appearance of the cortex and the medulla will differen- 
tiate the conditions. ] 


Isolated Fracture of the Greater Tuberosity of the 
Humerus. Henry Line Taytor, New York. Annals 
of Surgery, January, 1908. 


Fracture of the greater tuberosity of the humerus, ex- 
cept as an occasional complication of dislocation, is con- 
sidered rare by the authorities; at least one of these doubts 
its existence. Taylor believes that isolated fracture of 
the tuberosity is not as infrequent as has been supposed. 
He reports two cases, in one of which the injury was pro- 
duced by direct violence, in the other by indirect violence. 

He concludes from these two cases that “the displace- 
ment of the fragment may be upward, outward and back- 
ward, and very moderate in amount, that early disability 
at the shoulder, swelling and ecchymosis are prominent 
symptoms, that crepitus may be absent, that in uncompli- 
cated cases with moderate displacement, splinting in ab- 
duction and external rotation, suturing, nailing, and con- 
finement to bed, are unnecessary, that bony union occurs, 
and that recovery may be practically perfect without 
splints, massage or special movements. 

[The reviewer has seen two such cases, both produced 
by direct violence, and the skiagraph of three other cases. 
The external signs may deceive one into believing that he 
has only a severe contusion to deal with, and probably 
many cases have thus been overlooked.] 


Observations on the Treatment of Fracture of the 
Femur in 112 Cases. Joun B. Wacker, New York. 
Annals of Surgery, 1908. 


In this paper Walker analyzes 112 cases of fracture of 
the neck of the femur treated in Bellevue Hospital, as to 
their diagnostic signs and symptoms and the results of 
treatment. Appreciating that the older method of man- 
aging these cases was so unsatisfactory, Walker recently 
employed Whitman’s method in 16 cases, with results, thus 
far, very favorable. He describes the method of reducing 
the deformity in abduction and applying the plaster dress- 
ing, the technic differing slightly from that of Whitman. 


The Open Method in the Treatment of Pott’s Fracture 
of the Leg. Homer H. Heatw and Crarence D. 
Se.sy, Toledo, O. Annals of Surgery, January, 1908. 


This is a plea for open operation in Pott’s fracture, for 
which the authors state the following advantages and ob- 
jects: (a) To restore the internal malleolus to its proper 
position and secure bony union and thus (b) to avoid sub- 
sequent pain caused by nerve and muscle impingement 
against sharp fragments. (c) To replace the often dis- 
located tendon of the tibialis posticus to its compartment 
in the torn annular ligament. This to preserve the func- 
tion of the muscle and to avoid flat-foot. (d) To remove 
extravasated blood in order to promote healing. 

The authors advocate the employment of a 24-drain of 
rubber tissue, judiciously placed. They think chromic gut 
sufficient for the bone suture; silver wire is eligible, but 
may be a source of subsequent annoyance. A strictly 
aseptic environment for the operation is insisted upon. 


The Opsonic Index in Orthopedic Surgery. C. Ocitvy 
and T. H. Corrin, New York. Journal of the Amer- 
ican Medical Association, January 11, 1908. 


Ogilvy and Coffin give an account of their work under- 
taken to determine: 1. The opsonic index in cases of tu- 
berculous bone and joint affections; 2, the effect of tuber- 
culin on the opsonic index in these tuberculous cases; 3, 
the relation between the opsonic index and the general 
and local conditions; 4, to compare the opsonic indices of 
patients living under the best hygienic conditions, but 
without the use of tuberculin. Several cases are briefly 


reported and the chief details of importance in a number 
All were cases of tuberculous dis- 
The authors feel war- 


of others are given. ‘ 
ease of the hip, knee or spine. 
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ranted in offering the following deductions from the ob- 
servations thus far: 1. Tuberculin in small doses and at 
proper intervals is of undoubted value in the treatment 
of selected cases of tuberculous bone and joint disease. 
2. The rise of the opsonic index is accompanied by an 
improvement in the general and local conditions, provided 
there is no secondary infection. 3. The opsonic index 
will be of value in determining the advisability of discon- 
tinuing mechanical treatment. 4. The opsonic index is of 
value in determining the prognosis of tuberculous bone 
and joint disease. 5. When there are discharging sinuses 
and mixed infections the opsonic index may be raised by 
the use of tuberculin without corresponding improvement 
in the general or local conditions (specificity). 


The Etiology of Paralyses in the Distribution of the 
Brachial Nerve Plexus Produced by Operation in 
the Trendelenburg Posture (Zur Aetiologie von 
Lihmungen im Gebiete des Plexus brachialis bei 
Operationen in Beckenhochlagerung und ihre Verhiit- 
ung). A. Horst, Berlin. Zentralblatt fiir Gyndkolo- 
gie, December 7, 1907. 


The anesthesia paralyses were noted after operations of 
jong duration and especially in heavy patients. A pair ot 
shoulder braces even more carefully padded than those 
usually employed was used. Pressure results if the upper 
part of the patient’s arm rests against the edge of the 
table, if forced hyperextension or extreme abduction are 
not avoided, if the head of the humerus impinges against 
the nerve trunks in the axilla, or if the clavicle exerts the 
pressure when the arm is pulled backward and upward. 
In all these conditions, excepting the first, it was noted 
that the radial pulse was very feeble (from coincident 
pressure on the main artery). If the shoulder rests are 
too closely placed the nerves are jammed in between clav- 
icle and the cervical spine, or if this is not done the pres- 
sure may be due to approximation of the clavicle and first 
rib. To overcome the difficulty Horst has th: arm rests 
covered with a thick pneumatic cushion instead of leather 
padding. 

[All these dangers and defects are readily avoided by 
employing a table which permits of attaching the patient 
by the leg and knees. At the foot are two heavy metal 
splints which embrace the calf of the leg and fit into the 
bent popliteal region. No shoulder rests are needed.] 


Modifications in the Movements of the Knee Joint 
Directly Consequent Upon Injury. Sir Wo. Ben- 
net, London. British Medical Journal, January 4, 
I 


Bennet divides these cases into two groups: 1. Those 
which immediately follow the injury. 2. Those following 
the injury after an interval. In the first group the author 
first discusses cases of complete locking of the joint. 
The commonest cause is displacement of one or both 
semilunar cartilages. This occurs in patients up to 30 or 
35 years of age. After this age the most frequent cause is 
hypertrophy of the synovial fringes, especially in osteo- 
arthritic subjects. In a few cases locking may be due 
to the implication of an abnormal flap underlying and 
dependant from the patella. Very frequent causes are 
loose bodies or bodies attached by pedicles. Locking of 
the joint may be due to conditions outside of the joint, for 
instance, oblique fracture of the head of the tibia, fracture 
of the fibula just below the head. In these cases, the lock- 
ing is due to muscular spasm. 

Restriction of movement in the knee joint immediately 
following injury has as its most common intra-articular 
cause, laceration of one or both crucial ligaments. This 
injury is generally due to a violent forcing backward of 
the knee joint. The main difficulty is in flexion and not 
in extension, as happens when the immediate locking has 
been complete. The author believes that laceration of the 
crucial ligament is commoner than is supposed. Loose 
bodies and displaced cartilages may of course also give 
rise to restriction of movement. Beyond the causes al- 
ready mentioned the most common are extra-articular, 
such as laceration of muscle near the joint, the inner head 
of the gastroenemius being, perhaps, the commonest part 
affected; he also mentions, in the etiology, thrombosis 


from injury to a vein, the rapid formation of a popliteal 
bursa in osteoarthritic subjects with effusion into the knee 
joint. The author raises an interesting question of diag- 
nosis in relation to these types of cases. If the main dif- 
ficulty is in extension there is a mechanical obstacle of 
some kind between the bone ends. If extension is free, 
the question of foreign bodies between the bone ends mzy 
be excluded. In determining whether pain or flexion i: 
due to effusion into the joint or to some form of damage: 
to the joint mechanism, the principal means of diagnosis. 
lies in the distribution of the pain. If the obstacle to 
flexion be due to effusion only, the pain will be most in- 
tense just above the patella; on the other hand, the pain 
is due to intra-articular damages; it will be felt along 
the lateral aspects of the joint. 

The modification of movement in the knee joint coming 
after an interval is generally due to some extra-articular 
cause. The author, for instance, reports one case of myo- 
sitis ossificans and one of popliteal bursitis. ‘Che most 
common intro-articular cause, in the author’s opinion, is 
laceration of the crucial ligament. Poor union of a frac- 
ture at the lower end of the femur is another not uncom- 
mon cause. ; 

Abnormal mobility of the knee joint following disloca- 
tion of the semilunar cartilage is well known; laceration 
of the capsule, especially the posterior, is a common cause. 
The author describes a case in which abnormal mobility 
— faulty union of a fracture of the condyles of the 
emur. 


Roentgen Ray in Epithelioma. W. A. Pusry, Chicago. 
Journal of the American Medical Association, January 
II, 1908 

Pusey gives his personal experience with the x-ray ‘in 
patients treated more than three years ago. Excluding a 
few cases which at the time of beginning treatment were 
complicated with demonstrable carcinoma of neighboring 
glands, the total number of epitheliomas treated is 119. 
He has been able to follow up the record of a!l but 8 of 
these, leaving 111 to be considered. Of this number, 80 
patients are either well to-day or have died from other 
causes without recurrence of the epithelioma. Eight are 
well over five years, 22 over four years, 32 over three 
years, and 6 were living more than three years, but have 
since been lost trace of. Two patients are counted as 
practically cured. One of these died of pneumonia fifteen 
months after treatment with a minute suspicious looking 
spot remaining unhealed. In the other there is small non- 
progressing ulcer resembling an x-ray burn. In both cases 
the original disease was very extensive. Seventeen pa- 
tients are classed as only distinctly benefited; that is, the 
disease was checked and life prolonged with comfort for 
at least a year, except in one case in which the patient, a 
man over 8o, died within the year. All of these cases wete 
recurrences after surgical removal of the growth and hope- 
less as regards other treatment than the x-ray. Brief re- 
ports are given of several of these cases. In only 12 out 
of the whole number was the treatment counted as a fail- 
ure, though in several there was some benefit afforded. 
Counting all the 31, however, which are classed as not 
entirely successful or as failures, there remain 80 cures out 
of the 111, or 72 per cent., a showing which Pusey thinks 
will equal that afforded by any other method of treatment. 


Use of Bier’s Hyperemia in Cases of Burns (Anwend- 
ung Bierscher Stauung bei Verbrennung). STEIN, 
Haina. Deutsche Medizinische Wochenschrift, De- 
cember 5, 1907. 


The severe pain incident to burns, especially of those of 
the first and second degree, are rapidly relieved by apply- 
ing an elastic bandage or a rubber tube central to the in- 
jured member. As most burns occur on the extremities 
the bandage is readily applied. The elastic constrictor 
should be drawn sufficiently tight to produce hyperemia, 
but not so tight as to obliterate the pulse or produce 
edema. According to the severity of the injury constric- 
tion is kept up 10, 20 to 30 minutes, the bandage then 
loosened slightly and kept on for the same length of time 
and then again loosened before its entire removal. Pain 
at once ceases and does not return as intensely, thus doing 
away with the necessity of employing narcotics. In deep. 
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burns, if constriction is used daily night and morning, until 
epithelialization is complete, the resulting scar is less 
dense. 


On Traumatic Epithelial Cysts (Zur Kenntniss “Trau- 
matischer Epithelcysten”). B. Cuaces, Berlin. Ber- 
liner Klinische Wochenschrift, December 9, 1907. 

The author describes a case of this rather uncommon 
malady. It occurred in a man who had received an in- 
jury on the site upon which the cyst developed, two or 
three years before. Pathological examination showed the 
inner wall to consist of the various layers of the skin. 
These tumors are regarded as always due to punctured 
wounds of the skin whereby a small piece of skin becomes 
imbedded in the subcutaneous tissues; the epithelium 
proliferates and ultimately cyst formation develops. 


The Operative Treatment of Traumatic Meningitis 
(Operative Behandlung  traumatischer Meningitis). 
ArtHuR SCHLESINGER, Berlin. Berliner Klinische 
Wochenschrift, November 25, 1907. 


The author bases his thesis on. the report of a case 
of traumatic meningitis which developed within a few 
days after a compound fracture of the skull. The menin- 
gitis could be well localized to the arm area of the cortex, 
as indicated by symptoms of Jacksonian epilepsy. Owing 
to progression of the symptoms, a craniotomy over this 
area was performed two weeks after the injury: a puru- 
lent meningitis of a hand’s breadth diameter was found 
beneath the dura; the overlying cranium to this extent 
was removed until healthy brain tissue was noted; the 
dura was opened by a crucial incision and the subarach- 
noidal space was drained. Relief of symptoms was prompt 
and after a plastic operation for purposes of covering the 
defect, the patient was discharged cured. The author 
outlines three operative methods which have been em- 
ployed in order to combat this malady. 1. Grassman’s 
method: this consists in merely exposing the dura without 
opening it. 2. Jensen’s method: the dura is split but no 
efforts are made to reach the confines of the pus area. 
3. The author’s method. Schlesinger believes his method 
to be the only rational procedure. 


Aspiration in Middle Ear Disease. P. Frinenserc, New 
York. Journal of the American Medical Association, 
January 4, 1908 


Fridenberg advocates the use of aspiration or suction 
drainage as the most satisfactory method of securing the 
free drainage and relief of tension that are the two main 
points in the treatment of acute otitis. It requires merely 
a small glass bulb or irrigating tip, a wisp of sterile cot- 
ton to be placed in the neck of it, and a foot or so of thin 
rubber tubing. As soon as the drum has been operated 
with the knife, as should be done in every case, the bulb 
is inserted in the meatus and vigorous suction applied. It 
is remarkable, he says, what an amount of inflammatory 
exudate is drawn up into the bulb by this procedure, even 
when after paracentesis there was only a scanty flow. It 
not only carries away accumulated fluid, but it relieves 
tension and congestion to a very marked degree. It is 
directly opposed in therapeutic mechanism to Bier’s meth- 
od of congestive hyperemia, which he considers danger- 
ous in an organ like the ear. The incision in the drum 
is easily kept open by this method, which can also be used 
to reopen a drum that has become agglutinated. No other 
measures but those of cleanliness are required. He uses 
frequent irrigation with mild antiseptic solutions, the ac- 
tion of which is mainly mechanical and also prevents thick- 
ening and drying of the secretions. The external meatus 
affords ideal drainage, and any attempt to improve it is 
illusory. 


Ossiculectomy in Chronic Middle-Ear Suppuration. F. 
Jack, Boston. Journal of the American Medical 
Association, December 28, 1907. 

Jack considers that operative interference is warranted 
in a certain percentage of cases of chronic middle-ear 
suppuration, though thorough medical treatment should 
first be tried in all cases not complicated with or having 
symptoms of mastoid or intracranial involvement. In such 
selected cases ossiculectomy offers the best results, under- 
standing by selected cases those in which the diseased 


conditions are fullv understood and confined to the tym- 
panic cavity. A middle-ear operation, he thinks, would be 
futile in cases complicated with chronic mastoid disease, 
in which the radical operation would be the only logical 
conclusion. Ossiculectomy, properly performed with proper 
instruments, is attended with but little danger to the life 
or hearing of the patient, but Jack specially mentions a 
few points, such as the avoidance of undue force, strict 
attention to surgical cleanliness, careful division of the 
incusostapedial joint to avoid dislocation of the stapes. 
avoidance of injury to the nerve of the aqueductus Fal- 
lopii by the knife or curette, and the advisability of always 
curetting the Eustachian tube to prevent reinfection, keep- 
ing in mind the nearness of the carotid artery. 


The Management of the Umbilical Stump. J. A. 
Harrar, New York. Bulletin of the Lying-/n Hospital 
of the City of New York, September, 1907. 


In a series of nearly 10,000 cases it was found that sepa- 
ration of the cord occurred between the fourth to sixth day 
in 73 degrees of the cases; the small granulating core left 
usually heals over by the tenth day. Various deviations 
from the normal have been noted; of these hemorrhage 
and umbilical hernia are the most important. Late hem- 
orrhages due to constitutional trouble (usually hemor- 
rhagic disease) after separation are commorly fatal if 
local measures do not stop the oozing. A hare lip and 
figure of eight ligature are employed. Internally calcium 
lactate, adrenalin and gelatin may be administered. 

Immediately after tying the cord with three-sixteenths- 
inch cotton tape one-half inch from the skin, a dry sterile 
«auze dressing is applied and left in place for five days. 
If, when inspected, the cord is still moist the new sterile 
dressing is wrung out in 50 per cent. alcohol. The cord is 
not touched but handled with spuds (toothpicks wrapped 
with cotton). If there is excessive granulation a sterile 
tg stick is used. No dusting powders are used if pos- 
sible. 


Danger of Pregnancy Following Operations for Cancer 
of the Breast. W. S. Cueesman, Auburn. Buffalo 
Medical Journal, January, 1908. 


The author reports two cases. The first was that of a 1V 
para who in the third month developed a mass in an old 
scar, made after her first confinement, for suppurative 
mastitis. The axillary and supraclavicular glands were 
both enlarged. A very radical operation was performed; 
despite this, however, the patient died a few months later 
from a rapidly spreading recurrence. The second case 
was that of a woman who became pregnant nine months 
after a radical operation for mammary carcinoma. In the 
second month an induration appeared in the scar, and the 
author performed an abortion. Nevertheless the process 
continued to- spread and ultimately involved the other 
breast. From these experiences the author believes that 
patients in whom the radical operation for carcinoma of 
the breast has been performed should be warned of be- 
coming pregnant, for fear of relighting the old disease. 


The Supports of the Pelvic Viscera: A Review of Some 
Recent Contributions to Pelvic Anatomy, with 
Clinical Introduction. W. E. Fornercitt, Manches- 
ter. Journal of Obstetrics and Gynecology of the 
British Empire, January, 1908 

The author believes that the so-called ligaments of the 
uterus are incapable of resisting downward pressure. This 
is proven by ligating the ligaments in vaginal hysterec- 
tomy. Until the uterus is freed from the parametria, no in- 
creased descent is obtained, though all the ligaments have 
been severed. Also after pelvic cellulitis the subsequent 
retraction of the parametric tissues may cure an existing 
prolapsus uteri. The external muscular layer of the pelvic 
floor has chiefly a sphincteric action. The internal mus- 
cular layer, which represents the degenerated tail muscles 
of the lower animals, has largely lost its muscular action. 

The pelvic fascie should be regarded merely as the sheaths 

of muscles, vessels and viscera. The pelvic diaphragm, 

which is composed of muscles and fascie, does not sup- 
port the pelvic floor by its muscular action. ‘The actual 


attachment is due to the fibrous sheaths of the blood- 
vessels and the accompanying structures which supply the 
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pelvic viscera. The one constant essential cause of pro- 
lapse is relaxation of the perivascular sheaths. The rec- 
tum has separate attachments and does not descend with 
the urogenital organs. When a rectocele forms this is due 
to cicatricial adhesions uniting it to the posterior vaginal 
wall. The author draws no direct conclusions or offers 
no suggestions how to modify prolapse operations to meet 
this changed point of view. 


The Contents of Irreducible Inguinal Hernia in Female 
Subjects, and True Hermaphroditism. EM. 
— London. British Medical Journal, January 4, 
1908. 


Upon investigating a large series of cases in two of 
the large London Hospitals, and adding those of his own, 
Corner found 20 cases of irreducible and strangulated 
hernia in female children. In 19 of these cases some of 
the internal generative organs were found. In only 15% 
was there any bowel present in the contents. In contrast 
to this, the author gives figures showing that in irreduci- 
ble hernia of adult females, the internal generative organs 
were found in only 8% of the cases. It is, therefore, safe 
to assume that an irreducible inguinal hernia in a female 
infant is sure to contain some of the internal genitalia. 
These herniae possess some peculiar clinical characteristics 
depending upon whether they are irreducible or strangu- 
lated. If irreducible, a small round body the size of a pea 
can be felt. It is the ovary. When strangulated there is 
an irreducible non-translucent mass; the bowels move 
freely and there is no vomiting, unless the contents con- 
tain bowel, which as we have seen, occurs in only 15% of 
the cases. The lump gets larger and larger, but strange 
to say, the child suffers very little inconvenience. 

The treatment of irreducible and strangulated herniae 
in female infants is manifestly entirely operative. There 
is another interesting feature in connection with these 
cases, according to the author, and that is, that the sup- 
posed ovary when examined under the microscope will in 
some cases be found to be immature testicles. When this 
is so, the patient is a true hermaphrodite. 


The Treatment of Eclampsia (Die Behandlung der 
Eklampsie). E. Bum, Berlin. Deutsche Medizin- 
ische Wochenschrift, November 21, 1907. 


The causes of eclampsia are still unknown; therefore 
our therapy is purely empiric and symptomatic. In the 
very severe forms of the «tll about 2-3 per cent. of all 
cases, we stand practically powerless. Fatal cases show 
chiefly widespread necroses in the liver and kidney. Se- 
vere types are also recognized by the early onset of deep 
coma, fever, hemoglobinuria or complete urinary suppres- 
sion; icterus is frequently noted. 

Whether the cause is ascribed to the fetus, to the pla- 
centa or to reflex disturbances from the genitals or com- 
pressed ureters the indication for early emptying of the 
uterus remains pre-eminent, and the mortality after early 
interruption of pregnancy is small. 

The onset is rarely suaden. Premonitory nephritis with 
scant, highly albuminous urine and casts, general edema, 
signs of general intoxication—headache, vomiting, dizzi- 
ness, eye symptoms—precede the actual attack. Emptying 
of the uterus in this stage affords prompt relief. After 
accouchement forcé following the first attack, the mortality 
in Bumm’s hands has been 2-3 per cent.; where this meas- 
ure is postponed it reaches 25-30 per cent. 

Where the eclampsia manifests itself during the second 
stage, after the cervix has become partly absorbed, com- 
plete dilatation may be rapidly obtained by the Bossi in- 
strument or by the rubber balloon. If the cervix is long 
and rigid splitting the anterior cervical wall permits of de- 
livery within 10 minutes. 

The day for the use of large doses of chloral and mor- 
phin has passed. When the sensorium is unaffected and 
general irritability increased moderate doses of narcotics 
by rectum are of some use; but if coma has developed or 
is threatened these drugs are directly harmful by depress- 
ing the heart and respiratory action still further and thus 
hastening the advent of pulmonary edema. Chloroform 
anesthesia, lumbar anesthesia and lumbar puncture have 


all been tried and have all been found useless or harmful. 
Vassale recently recommended parathyreoidin; further 
trial is needed before a definite judgment can be formed. 

The ordinary kidney stimulants appear powerless. The 
best found are large subcutaneous infusions (1,500 c.cm.) 
of salt solution, local applications of heat to the kidney 
and frequent kidney massage. Edebohl’s renal decapsula- 
tion is sub judice. It is difficult to determine the proper 
time to use it. Hot packs or baths in cases verging on 
coma do harm by increasing the temperature. Pilocarpin 
injections should be discarded; they increase the tendency 
to pulmonary edema. 

Stimulation of the respiratory and heart action is indi- 
cated. Respiration has a tendency to become superficial 
and unless the upper air passages are kept clear, by fre- 
quent cleaning of the pharynx, aspiration pneumonia su- 
pervenes. Bumm has tided patients over the crisis by long 
continued artificial respiration and heart massage. Where 
the pulse is full and rapid venesection proves useful. 


Cancer of the Ovary. J. BLanp Surron, London. Brit- 
ish Medical Journal, January 4, 1908 


Sutton believes that primary cancer of the ovary is very 
rare; most cases of ovarian cancer are secondary and are 
metastatic from primary carcinoma of the intestinal tract. 
The primary tumor may give rise to no symptoms what- 
ever, the patient merely complaining of symptoms referable 
to the ovarian growth. The ovarian tissue has a peculiar 
susceptibility for infection from tumors arising in the in- 
testinal tract, and in the great majority of cases the meta- 
static tumor is many times the size of the metastatic 
growth. The author, therefore, holds that no tumor of 
the ovary should be regarded as primary unless the entire 
intestinal tract has been definitely excluded in regard to 
the presence of a primary tumor. The author reports two 
cases; clinically both cases were primary cancers of the 
ovary; at the operation the primary sources were the ileo- 
cecal function and the sigmoid flexure respectively. 


Parasitic Uterine Myomata. T. S. Cutten, Baltimore. 
Journal of the American Medical Association, Decem- 
ber 14, 1907. 

By the term, parasitic uterine myomata, Cullen refers to 
myomata that have become so far separated from the 
uterus as to receive their blood supply largely from other 
sources than the uterine vessels. Chiefly that group of 
cases is considered in which, with comparatively normal 
adnexa, the omentum seems to have an affinity for the 
subperitoneal and usually pedunculated nodule, becomes 
adherent to it and ultimately furnishes a large part of its 
sustenance; and Cullen points out how the omentum acts 
as the guardian of the abdominal organs. The uterus, by 
its contraction seeks to get rid of its nodules, and they 
consequently become submucous and subperitoneal. If sub- 
peritoneal, they gradually become pedunculated and their 
nutrition is more and more cut off. With the diminished 
blood supply the nodules tend to degenerate, the peritoneal 
surface evidently develops a slight roughening and the 
omentum at once becomes adherent, furnishes the needed 
nutrition and prevents abscess or disturbing connections 
with other abdominal organs. Naturally the first thing to 
attend to after opening the abdomen in these cases is the 
omental circulation, and Cullen makes it a point to tie off 
the omental vessels twice on the proximal and once on the 
distal or tumor side. They are very tender and tear easily, 
and tremendous hemorrhage may follow. It is very im- 
portant to tie under sight, hence the incision must be long 
enough to bring all the vessels in view. Ascites, so com- 
mon with ovarian fibroma, is comparatively rare with 
uterine myoma, but it was observed in a number of Cul- 
len’s cases. In four of these the condition was analogous 
to that in ovarian tumors, being due to twisting of the 
pedicle. A number of cases are noticed particularly in 
which there was an aberrant blood supply, from the Fal- 
lopian tubes, appendix, intestines, etc., and it is especially 
remarked that one of the first things to be seen to in ab- 
dominal section when a myomatous uterus exists, is 
whether or not there is any dislocation of the bladder. 
Without such precaution the surgeon may open the bladder 
in making his incision. 
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